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RISK OF SURGERY IN POLIOMYELITIS PATIENTS DEPENDENT ON RESPIRATORS 


Thad H. Joos, M.D., Norman S. Talner, M.D. 


James L. Wilson, M.D., Ann Arbor, Mich. 


In spite of the promise that the use of vaccines may 
prevent paralytic poliomyelitis, there are still many 
patients with severe involvement who are dependent 
on respirators, and, in the future, there certainly will 
be more. The many articles written about such pa- 
tients and their rehabilitation have said little regard- 
ing surgery, its risk, and the management of the 
preoperative and postoperative care of these patients. 
In general, there has been a great fear by surgeons to 
tackle any of the ordinary problems that arise in a pa- 
tient who still relies upon respiratory aids. This has 
resulted in a common attitude that surgical situations, 
unless they are going to be immediately fatal, must be 
accepted as inoperable, and patients are, therefore, 
left with a hopeless attitude. We feel that this has 
been wrong and believe that practically any surgical 
procedure that is clearly indicated can be carried out 
on these patients without much added risk over that 
incurred in any patient, but with the need of special 
care and preparation. 


Operative Experience 


_ At the University of Michigan Hospital between Jan. 

1, 1952, and Dec. 31, 1955, there were 17 paralyzed 
patients dependent upon artificial respiration, the 
youngest being 16 vears of age and the oldest 35 years, 
who underwent a total of 21 operative procedures. 
Fourteen of these operations were of a major variety, 
while seven were minor. Of the former, removal of 
calculi from the kidney pelvis and/or ureter ranked 
first with five, orthopedic and gynecologic measures 
three each, general surgery two, and otolaryngology 
one. The minor operations included plastic revisions 
of tracheotomy scars (three), cystoscopic examinations 
(three), and otolaryngology (one). A total of 17 general 
anesthetics were administered, while four operations 
were performed under local infiltration anesthesia. The 
vital capacity measurements ranged from 190 cc. to 
1,700 cc., or approximately 5% to 30% of the predicted 
normal vital capacity in the immediate preoperative 
period, indicating marked respiratory involvement. 


¢ A total of 21 surgical operations have been done 
in 17 patients who were dependent on respiratory 
aids to varying degrees. Psychological preparation 
was essential. Some patients who were able to get 
along with the chest respirator or the rocking bed 
preoperatively were nevertheless transferred to a 
tank respirator after surgery and continued in it for 
hours or days after the operation. During the opera- 
tive procedure and until the patients were placed in 
a respiratory aid after surgery, an anesthesiologist 
controlled their respirations. Patients who had been 
accustomed to the chest respirator had to be kept 
in a tank respirator after laparotomy until the ab- 
dominal incision was no longer sensitive. 

Three case histories illustrate the principle that 
surgery is not contraindicated even in patients with 
chronic poliomyelitis with partial quadriplegia and 
vital capacities as low as 190 cc. 


In addition, it can be said all of the patients were 
partial or complete quadriplegics. The procedures in 
this series were done in the postacute period, the 
average number of months after the onset of polio- 
myelitis being IS, with a range of 6 to 96 months. 


Methods 


The preparation of these patients for surgery can be 
divided into two parts, medical and psychological. The 
former is usually an easy task in that the preoperative 
medicaments, including atropine and a_ barbiturate 
preparation, are similar to those used preoperatively 
in any normal person. Dosages are calculated on the 
age and weight of the patient. To guard against re- 
spiratory depression, all patients are sent to the operat- 
ing suite in a chest respirator. 

The psychological preparation is indeed another 
story, as any anxieties held by normal persons pre- 
operatively are magnified tenfold by the patient with 
such a severe form of poliomyelitis. One can easily 
convince an obese housewife on the benefits to be 
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derived by the removal of her diseased gallbladder, 
but the same cannot be said for our patients. They are 
at best leading marginal existences, and the thought of 
death under anesthesia is seemingly far more terrify- 
ing than to the average patient. Their major fear is 
concerned with their respiration while under the effect 
_ of a general anesthetic. To help combat these feelings, 
the physician must reassure the patient constantly, 
pointing out not only the need of the particular pro- 
cedure but also how well others have done under 
comparable circumstances. Another important step to 
aid these patients is for someone who is known and 
trusted by them, preferably a physician, to accompany 
them from the floor to the operating room and to re- 
main there while the patient is anesthesized. A pre- 
operative visit by the anesthesiologist has been of in- 
estimable value in the preparation of the patient for 


Equipment used for cold steam and oxygen therapy on tank respirator 
patient. 


surgery. Agents used in inducing anesthesia have been 
mainly a barbiturate, such as thiamylal (Surital) so- 
dium, or a gas, such as nitrous oxide. Maintenance 
anesthesia usually has been carried out with cyclo- 
propane. The local anesthetic used was procaine hy- 
drochloride. With genera! anesthesia an endotracheal 
tube was employed after cocainization of the pharynx. 
By utilization of this method better control of respira- 
tions was obtained and those patients needing respir- 
ator aid were able to breathe easily during surgery 
and until they were placed in a tank after surgery. 
Intravenously given fluids, including whole blood, 
were used as indicated. 

Following surgery the patients were returned to 
their rooms, accompanied by an anesthesiologist who 
controlled their respirations. In general, patients with 
vital capacities of below 1,500 cc. needed help in the 
form of a “tank” respirator during the first 12 to 36 
hours following surgery. After the initial adjustment 
to the tank respirator, the endotracheal tube was re- 
moved after careful suctioning. Gradual return to the 
preoperative breathing schedule could then be started. 
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Patients who have had abdominal incisions will need 
tank respirator aid longer, as the chest respirator 
causes pain in the incision for the first 10 to 12 post- 
operative days. The rocking bed, however, can be used 
successfully by these patients between the third to 
seventh days postoperatively. All of our patients 
reached their preoperative breathing schedules within 
a maximum of 20 days after surgery. 


Results 


One might logically expect a high incidence of re- 
spiratory complications in this particular group of 
patients, who have neither good pulmonary function 
nor skeletal muscle power. Quite the reverse has been 
true in our experience, as not one case of postoperative 
atelectasis or lung infection has been recorded. The 
same can be said for thromboembolic complications. 
We encourage our patients to employ glossopharyn- 
geal breathing ' postoperatively. Using this technique 
of breathing, patients with low vital capacities can be 
expected to expand their lungs more fully and to cough 
up * otherwise harmful secretions. It is our opinion that 
this method helps materially to lessen pulmonary com- 
plications. The use of cold steam and oxygen in the 
first two to three days postoperatively also will lower 
lung complications. The figure shows such an appara- 
tus in use. Fluids, drainage tubes, and other devices are 
employed as in any routine postoperative period. 


Report of Cases 


Case 1.—An 18-year-old quadriplegic female, who had her 
acute onset in 1946, used the rocking bed for sleeping and was 
unassisted during the day with the help of glossopharyngeal 
breathing. Her vital capacity was 550 cc. She was admitted 
to the University of Michigan Poliomyelitis Respirator Center 
on Aug. 31, 1954, with a history and physical and laboratory 
findings of acute appendicitis, Preoperative treatments with 
0.04 mg. of atropine and 50 mg. of meperidine (Demerol) 
hydrochloride were given, and an appendectomy was _per- 


formed with thiamylal and cyclopropane anesthesia. The . 


patient breathed by bag during the operation, was a full-time 
tank patient for three days postoperatively, was weaned to the 
rocking bed, and was discharged on her preoperative breathing 
schedule the sixth day after surgery. 

Case 2.—A 32-year-old partial quadriplegic female had her 
acute onset in 1954. She used the chest respirator and rocking 
bed with six hours unassisted time each day. Her vital capacity 
was 450 cc. She had recurrent urinary tract infections and 
bilateral renal calculi. On Aug. 30, 1955, under nitrous oxide 
and cyclopropane anesthesia, after preoperative treatment with 
0.04 mg. of atropine and 75 mg. of meperidine, a right 
ureterolithotomy was done. The patient breathed by bag dur- 
ing the operation. A full-time tank respirator patient for nine 
days postoperatively, she then was weaned gradually to the 
chest respirator and rocking bed. She was on her preoperative 
breathing schedule 14 days after surgery. 

Case 3.—A 34-year-old partial quadriplegic female had her 
acute onset in 1954. She used the rocking bed and chest 
respirator with six hours unassisted time. Her vital capacity 
was 725 cc. On Sept. 7, 1955, she fell from her bed and 
sustained a fracture of the left femoral neck. On Sept. 10, 1955, 
after preoperative preparation with 0.04 mg. of atropine and 
75 mg. of meperidine, a pinning of the femur was done under 
nitrous oxide and cyclopropane anesthesia. She did not need to 
breathe by bag during the operation. Following surgery she was 
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in the tank full time for two days and then gradually returned 
to the preoperative breathing schedule in five days. She was 
discharged 12 days after surgery. 


Conclusions 


We believe that the presence of impaired respira: 
tory function, to such an extent that respiratory assist- 
ance is necessary, should not be considered as a 
contraindication to any surgical procedure ordinarily 


ASTHMA—PRICKMAN 937 


considered necessary, as evidenced by our studies in 
17 patients at the University of Michigan Poliomyelitis 
Respirator Center. 
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ASTHMA—OBJECTIVES OF TREATMENT AND THEIR ATTAINMENT 


Louis E. Prickman, M.D., Rochester, Minn. 


The patient wishes to be rid of his asthma forever. 
His desire is not unreasonable; frequently it is attain- 
able. The basic principles of cure are known, and for 
the physician to aim at less than cure is unworthy; 
but first he must understand the disease. 


Inflammation That Underlies Asthma 


Asthma is the result of inflammation of the lower 
part of the respiratory tract. For example, when the 
bronchoscopist inspects the trachea and bronchi of a 
patient with asthma, he sees a red, inflamed, swollen 
mucous membrane covered with secretion. The lumen 
is narrowed, the membranes are irritable, and fre- 
quently there is evidence of bronchospasm. Except 
for differences in degree of inflammatory change, the 
appearance of the bronchial membranes is the same, 
regardless of the cause of the bronchitis. Further 
evidence that asthma is a consequence of inflamma- 
tion is found on both gross and microscopic examina- 
tion of sections of bronchi of patients who have had 
asthma. The following conditions are found: cellular 
infiltration; thickened basement membranes; hyper- 
trophied bronchial smooth muscle; narrowed lumens 
containing mucus, both amorphous and in plugs; and 
a bronchial lining raised in folds. All of these consti- 

tute evidence of the presence of inflammatory disease. 


Causes That Underlie Inflammation 


The cause of the bronchial inflammation must be 
sought in each case. From this etiological standpoint 
asthma can be classified as either allergic, intrinsic 
(asthmatic bronchitis), neurogenic, or, as often occurs, 
combinations of these. Rarely is asthma purely allergic 
or neurogenic, particularly if the condition has per- 
sisted longer than several weeks. In this event chronic 
asthmatic bronchitis is superimposec. At the end of 
the hay fever season, for example, the patient with 
asthma attributable to specific pollens commonly will 
have a chronic cough and will raise not clear, but 
mucopurulent, sputum, as evidence of superimposed 
bronchitis and secondary infection. The physician may 
be confused in such instances if he has not discovered 
the allergic cause of the patient's asthma either by 
taking an accurate history or by making an allergic 
survey with inhalants, or both. The making of an 
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¢ Asthma is the result of inflammatory disease of 
bronchi characterized by cellular infiltration, thick- 
ened basement membranes, hypertrophied bronchial 
smooth muscle, narrowed air passages containing 
mucus, and a bronchial lining raised in folds. The 
objective of treatment is, of course, cure. Although 
cure cannot be predicted, it can frequently be ob- 
tained, and its attainment depends on finding the 
causes of asthma and removing them, correcting 
complications, and cooperating with nature in its 
efforts to bring about healing in each case. In 
general, the causative factors are allergic, intrinsic, 
or neurogenic, singly or in combination. The pre- 
cipitating factors may be respiratory infections; in- 
halant, food, and drug allergens; and such non- 
specific irritants as cold air, exertion, coughing, 
smoke, other fumes and dust. 

Prophylaxis of asthma depends on avoiding any- 
thing that induces coughing, such as colds, smoke, 
fumes, dust, exertion, sudden changes of tempera- 
ture, and various allergens. if prophylaxis fails, 
the attack must be treated. Many patients learn 
how to avoid respiratory irritants, and these are 
the patients who are “cured” of asthma. For 
example, the obvious treatment of asthmatic bron- 
chitis due to smoking is to stop smoking. The patients 
who do are among the most grateful a physician 
has. 


etiological diagnosis begins with caretul taking of the 
patient’s history to elicit information concerning pos- 
sible sensitiveness to inhalants, foods, or drugs (one 
or all of them); to determine the part played by the 
common cold, sinusitis, bronchitis, pneumonitis, and 
other conditions of the respiratory tract; to ascertain 
the significance, if any, of environmental factors, sud- 
den changes in temperature, cold air, exertion, and 
hearty laughter; and carefully to evaluate the part 
played by nervous factors, coughing, exposure, fatigue, 
and nonspecific bronchial irritants such as smoke, 
other fumes, and dust. 

Some of the foregoing require amplification. One of 
the commonest nonspecific irritants is smoke, and this 
applies, as will appear later, not only to tobacco smoke 
and industrial smoke but also to therapeutic smoke. 
Another common group of causes of asthma; namely, 
respiratory infections, is particularly important in 
older patients. Respiratory infection usually is at- 
tended by coughing, but the problem of coughing in 
relation to asthma receives little attention, from either 


_ patients or physicians. Except for the warning cough, 


the cough that gives the alarm that an irritant is 
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present, coughing is very irritating to the bronchi, 
trachea, larynx, and pharynx. Asthmatic, hard cough- 
ing nearly always is followed by bronchospasm and 
wheezing. Patients with asthma and bronchitis, more- 
over, frequently overcough to raise mucus. To them, 
mucus is something noxious that must be expelled at 
all costs, even though the more they cough, the more 
they wheeze. 
Complications and Recurrence 

In most cases of asthma, regardless of its cause, 
evidence of one or more complications will be found 
in the history or among the signs, symptoms, or !abo- 
ratory findings. At one time or another, as has been 
mentioned, bronchitis is likely to be present and to be 
productive of purulent sputum. Other indications of 
complication include sinusitis, chills, fever, hemopty- 
sis, and abnormalities of the lungs evident on roent- 
genograms or in unilateral differences detected on 
auscultation. Often the blood must be studied for the 
presence of leukocytosis or eosinophilia and the spu- 
tum for specific infectious agents. Frequently bron- 
choscopic examination is needed to confirm or rule 
out the presence of obstructive pneumonitis secondary 
to bronchostenosis. The important complication, sinus- 
itis, may be evidenced by purulent nasal discharge, 
positive roentgenograms of the sinuses, and closure 
of their ostiums. To ignore complications, or to fail 
to recognize them, needlessly prolongs the disease, 
contributes to its chronicity, and sometimes allows 
irreversible disease to develop. 

Recurrence of asthma is discouraging to all con- 
cerned. The cause of a recurrence usually is some 
respiratory irritant and is likely to be a neglected cold 
that came on when the patient was tired and run 
down. The mildness of symptoms at onset deceives the 
patient. Only when he begins to cough hard and 
asthmatic attacks start does he return to the physician, 
with the sheepish explanation: “You told me when I 
left the hospital what to do if I caught a cold but I 
guess I just didn’t feel sick enough to go to bed and 
here I am again.” 


Treatment 


Prophylaxis of the Disease.—Prophylaxis of asthma 
rests on avoidance of the causes that underlie inflam- 
mation of the lower part of the respiratory tract. Here 
I shall be obliged to repeat myself to some extent. The 
patient should be told to regard that first little cough 
with attention and respect. It warns him to run away 
from something that is noxious to him or to deny it 
access to him. Such things are smoke, other fumes, 
dust, allergens, and frosty air. Other less concrete 
influences are sudden changes in temperature, circum- 
stances that induce coryza, exertion, and even hearty 
laughter. 

Time is well spent in explaining to the patient the 
usefulness of mucus and the mechanism of its forma- 
tion. He should be told that mucus is normal; that it 
protects its parent surfaces against respiratory irri- 
tants; that it is an ointment for inflamed bronchial 
and tracheal membranes. Mucus, therefore, should be 
left in place to perform its functions. If even physi- 
cians forget these things, so much the more do patients 


forget them and need to be reminded that the more © 


mucus they cough up, the more will be secreted; the 
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membranes will not be left long without a protective 
coating. 

It means a great deal to the patient to be told that 
any excess secretions are slowly raised by means of 
cilia and other mechanisms until they reach almost to 
the top of the trachea. At that point the presence of 
the excess mucus excites a tickling or other sensation. 
This is a signal to the patient to open his mouth and 
very gently to clear his throat. This will expel excess 
secretions that have not been allowed to become thick 
and tenacious. To keep the secretions thin, the patient's 
tissues must contain an adequate quantity of water. 
A good rule for him to follow is to drink the equiva- 
lent of a glass of water each waking hour. Iodides, 
ammonium chloride, or other expectorants are en- 
tirely ineffectual if the patient is dehydrated. The 
patient who is being instructed in prophylactic meas- 
ures should be impressed with the need to treat his 
air passages as gently as he would his eye. Once in- 
formed of the dangers of overcoughing, the patient's 
reaction commonly is, “Why wasn't I told not to 
cough so hard? I've been doing just the opposite of 
what I should be doing for years.” 

Respiratory Infection: The patient will go a long 
way toward preventing colds, and therefore asthmatic 
attacks, if, insofar as he can, he will do three things: 
keep warm and dry, get plenty of rest, and avoid 
persons who have colds and other respiratory infec- 
tions. Some patients with a tendency to winter colds 
believe they would be much better if they could 
afford to winter in the South. Actually, however, there 
is no ideal climate for all patients with asthma. Re- 
spiratory infections occur in southern regions and even 
on southern deserts. All precautions that are necessary 
to be taken in the North must be taken also in the 
South. The only differences are that, as a rule, ex- 
tremes of temperature are not as great in the South 
as in the North and that other circumstances unfavor- 
able to a patient with asthma are unlikely to be 
encountered in a place where he would choose to 
spend a winter vacation. Unfortunately, a place that 
is ideal one winter may be objectionable the next; 


prolonged, unseasonable rains, severe dust storms, or © 


thermal aberrations are the despair of most keepers 
of health resorts. 

Smoke: Just as it is said in other connections that 
none are so blind as those who will not see, so in pre- 
vention of asthma attention to this irritant often is 
neglected by both patients and physicians. No patient 
with asthma should smoke—any thing, at any time, in 
any amount. I have said this before, with inconsider- 
able effect, and I expect to say it, in defiance of frus- 
tration, yet many a time and often. I know of no smoke 
that is completely benign. As would be expected, 
therefore, the patient with asthmatic bronchitis gets 
nowhere while he persists in the use of tobacco smoke 
or the smoke of so-called asthma powders or asthma 
cigarettes. Medicated smoke temporarily relieves 
bronchospasm on the one hand but, on the other, 
causes smoke bronchitis. The patient who smokes 
asthma powders or tobacco is a chronic asthmatic, 
whose condition is slowly growing worse all the time. 
I shall have more to say about smoke when active 
treatment is discussed. 

Dust, Pollen, and Other Allergens: If the history 
and allergic survey indicate that a patient’s asthma is 
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caused by a specific substance, such as dander or the 
dust of grain or hay, it is better that the patient avoid 
the allergen than that he be hyposensitized to it by 
repeated doses of it. The patient sensitive to cat hair 
is better off to avoid the society of cats than to take 
injections of cat-hair extract. Similarily, the patient 
who is sensitive to a certain pollen, instead of taking 
desensitization treatment, will be well advised to 
keep free of that pollen. This he can do in one of two 
ways: 1. He can emigrate, as did Mr. Micawber, thus 
completely changing his environment. 2. He can put a 
pollen filter in his bedroom window, thus partially 
changing his environment for that third of the hay 
fever season when he is in bed—a third, that is, if he 
divides his day as Ben Franklin recommended. Final- 
ly, resort may be had to desensitization if neither of 
the other alternatives is practicable. 

The foregoing, which sounds so easy, is complicated 
by the fact that the patient is a contrary human being 
who is beset by human problems. Often he will buy 
an advertised cure, will take any kind or amount of 
medicine, and will even make long, expensive journeys 
to get the medicine. The reputable devices essential 
to his health, however, he will not adopt. Of course, 
many times it is not economically feasible for patients 
to follow a recommended program. For example, not 
all farmers who are bothered by dust or dander can 
leave their property and duties in the care of others. 

Active Treatment of the Disease.—At the outset of 
this paper it was said that the patient’s desire for 
complete and permanent cure is reasonable and that 
for the physician to aim at anything less is unworthy: 
That is true. Nevertheless, in discussing asthma with 
a patient, the less said about “cure” the better, for 
cure cannot be predicted. The patient should be told 
that medicines now available or in prospect only re- 
lieve symptoms of asthma; they cure nothing. Cure 
depends (1) on finding the causes of asthma in an 
individual case and removing them, (2) on investigat- 
ing the causes of any complications that exist and re- 
moving them, and (3) on fully cooperating with nature 
in its efforts to bring about healing of lesions in the air 
passages and adjacent tissues. 

The principles of treatment of inflammation of the 
air passages are no different from those of treatment 
of inflammation of any other tissue. Only when the 
cause of the inflammation is removed will healing 
begin. Constantly irritated bronchi, moreover, never 
will heal. The air passages, therefore, must be pro- 
tected from irritation and kept at rest as much as 
possible. Unless the changes are irreversible, results 
should be excellent. 

When chronic asthma is finally relieved, usually the 
relief will be the result of the combined efforts of a 
cooperative patient and not one physician, but a team 
of them. The team frequently will include an allergist, 
or an internist who preferably has a special interest 
in allergy, rhinologist, a roentgenologist, a broncho- 


scopist, a bacteriologist, and the workers in a general | 


clinical laboratory. My omission of a_ psychiatrist 


from this team is not meant as any reflection on © 


psychiatry or on those who practice that important 
specialty. Merely, I believe that asthma per se is not 
an emotional problem and does not respond to psy- 
chiatric measures alone. Unless the patient needs psy- 
chiatric care for a condition other than asthma, he 
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will not need it to relieve asthma or its complications. 
I believe it preferable, furthermore, that an internist 
well versed in allergy serve as captain of the team. 
Working as individuals only, the various specialists 
cannot be as effective against asthma as when their 
efforts are coordinated by an internist who under- 
stands the entire problem. 

Respiratory Infection: Whatever it is called, the 
cold, the virus infection, or the coryza, once recog- 
nized, the patient with asthma must be told to go to 
bed immediately. As was brought out in the imaginary 
remark of the patient with recurrence, the patient 
does not at once feel sufficiently ill to require rest in 
bed, but only thus can he hope to avoid the bronchitis, 
coughing, and asthma that may persist for weeks or 
months, once they are both well started and neglect- 


ed. The patient, then, if he has the knowledge, cour- 


age, and opportunity, can help nature cope with the 
infection against which physicians cannot better cope 
as yet. Antibiotics, antihistaminics, vaccines, and 
vitamins are completely unreliable. 

Smoke: The obvious treatment of smoke bronchitis 
is to stop smoking, and the temptation to smoke to- 
bacco is minimized if tobacco is not at hand. Scarcely 
anyone, moreover, completely and finally quits smok- 
ing by “tapering off.” Mark Twain is reputed to have 
said that to stop smoking is the easiest thing in the 
world, that he had done it a hundred times. Usually 
the asthmatic, I think, just as anyone else who would 
stop smoking, must follow a principle often expressed 
in words that Mark Twain certainly knew: “Whole 
hog or none.” Some patients frankly admit that they 
prefer asthma to abstinence from smoking. Those 
patients who do stop smoking, however, are among 
the most grateful the physician has. 

In Emergency: “What'll I do if I have another one 
of those awful attacks?” This is the question of many 
a terrified patient. First, he should be given a good 
understanding of the disease, especially as it pertains 
to him. He must then be taught how to cope with an 
attack of asthma, immediately and without help. 
Dependence on others, because it delays early relief, 
makes necessary more frequent and larger doses of 
antiasthmatic drugs and increases the likelihood of 
undesirable side-effects. The patient, therefore, 
should be taught to take small doses of epinephrine, 
by inhalation or subcutaneous injection, early in an 
attack of asthma. Subcutaneous doses of 3 or 4 
minims (0.2 or 0.25 cc.) of a 1 to 1,000 dilution, 
taken early in an attack of bronchospasm, usually 
will stop it at once, without unpleasant side-effects. 
If further medication is necessary, however, usually 
such small doses may be repeated in 20 to 30 minutes, 
again without unpleasant reaction. Many patients 
acquire unwarranted fear of epinephrine by their 
experiencing untoward effects after having been given 
excessively large doses of the preparation. 

That epinephrine is a normal product of the body 
and not a noxious, habit-forming drug is well known 
to the physician. It may not be known to the patient, 
however; if not he will be fortified by the information 
and he will cease to fear to follow his physician's 
instructions for self-administration of the preparation. 
For him to have confidence in his physician is impor- 
tant; to have confidence in himself is even more 
important. The occasion may not justify quoting 
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Matthew Arnold; yet I have the temerity to remind 
you of a line and a half from his “Self-Dependence”: 
“Know, that he who finds himself, loses his misery.” 

New Hormones: Judiciously used, corticotropin, 
cortisone, and cortisone-like substances bring severe 
asthma under temporary control. During this respite, 
factors contributing to the patient's asthma can be 
evaluated and measures to remove or treat the causes 
of asthma undertaken. Unfortunately, the temporarily 
suppressive effect of these hormones on asthma has 
been misinterpreted as being a “cure.” Consequently, 
in many instances the hormones have constituted the 
chief or only treatment. The prolonged use of corti- 
cotropin, cortisone, or cortisone-like substances often 
gives rise to undesirable metabolic effects and is 
therefore to be avoided if possible. 

Treatment of Complications.--Some patients whose 
asthma is complicated by sinusitis or obstructive pneu- 
monitis are unwilling to take an anesthetic or to 
undergo the surgical procedures necessary to recov- 
ery. Unfortunately, even though antibiotics are 
available against the infections that are causative of 
these complications, their obstructive nature is such 
that nothing less than adequate and permanent drain- 
age will relieve them. Lavage through the ostiums, 
or through windows punctured in the walls of the 
sinuses, frequently evacuates purulent material. The 
condition usually is best treated by permanent drain- 
age through surgically made windows. Obstructive 
pneumonitis usually can be treated bronchoscopically. 

When emphysema complicates asthma, complete 
recovery is impossible. Nevertheless, much relief may 
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be anticipated from treatment designed to clear up 
all inflammation in the air passages, so that the patient 
has only the irretrievably damaged lung with which 
to contend. Asthmatic brenchitis, with its cough, 
gradually increases the emphysema. With coughing 
and bronchospasm banished, together with their 
causes, emphysema should not increase in most 
instances. 

Treatment of Recurrence.—If a recurrent attack has 
not been neglected too long, a few days in bed, in 
hospital, with supportive and symptomatic treatment, 
usually permit the bronchitis to subside and then 
the asthmatic symptoms disappear. Asthma will not 
recur if the patient does not encounter a bronchial 
irritant. Many patients learn how to avoid respira- 
tory irritants, and these are the patients who are 
“cured” of asthma. 


Characteristics of the Approach 


These are simple things that I have said, inten- 
tionally so. For, pulled this way and that by experts 
in special fields, all of whom laudably wish to teach 
us something, we physicians stand in danger of be- 
coming elaborate, oblique, and narrow in our ap- 
proach, rather than uncomplicated, direct, and 
broad-gauge. We know that for those who must 
depend only on symptomatic remedies there is no 
future. Let us, then, while continuing our attempts 
to find better symptomatic remedies, exert our great- 
est efforts toward identifying, banishing, and remov- 
ing the causes of asthma and its complications. Such 
efforts amount to striving for complete cure. 


THE COMMUNITY AND REHABILITATION OF THE HOSPITALIZED 
PSYCHIATRIC PATIENT 


Lucy D. Ozarin, M.D., Washington, D. C. 


The toll and tragedy of mental illness are being 
brought more and more into the awareness of the 
American public and the medical profession. One of 
every 12 people will spend part of his life in a mental 
hospital. There are more than 600.000 patients in 
mental hospitals, occupying over half of the nation’s 
total number of hospital beds. In 1955, over $357,254, 
809 was spent to build new mental hospitals in this 
country; in 1956 over 300 million dollars will be needed 
for construction costs alone. State governments spend 
an estimated 560 million dollars annually for capital 
and operating services of mental hospitals and services.’ 

The costs in human suffering to the mentally ill per- 
son and his family are tremendous. No less are the 
monetary costs for the care of the patient and, at times, 
of his family to the taxpayer. The burden of mental 
illness, if only because of its magnitude, is shared by 
the entire American public. To the medical profession 
mental illness presents a provocative challenge and a 
heavy responsibility. With only 4% of the nation’s phy- 
sicians trained in psychiatry, the entire medical pro- 


fession, and particularly the general practitioner, is 
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¢ The transfer of a psychiatric patient from a locked 
ward to an open ward should be thought of as the 
first step back to community living. A number of 
methods have been devised to bridge the gap from 
hospital to community and to make the transition 
easier for the patient. A second step is the trial visit 
or convalescent leave while the patient lives outside 
the hospital, either in his own home or independ- 
ently in the community. An alternative, called family 
care, is the placing of mental patients in homes other 
than their own. Data on the results of thousands of 
such placements are now available. 

Other possibilities are arrangements whereby the 
patient lives at home but comes to the hospital for 
day care, works outside during the day and comes to 
the hospital for housing and treatment the rest of the 
time, lives temporarily at a “halfway house” while 
reestablishing himself in community life, or gains 
occupational experience in a sheltered workshop. 

Each plan fits only certain patients, and all of 
these plans are successful only to the degree that a 
community accepts them. Physicians, by individual 
leadership and through medical society action, can 
help by educating the public about the needs of 
the mentally ill. 


> 
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called upon to treat the mentally ill or to advise their 
families or others in the community concerning their 


care. 

Speaking to the House of Delegates of the American 
Medical Association in June, 1955, President-Elect Dr. 
Elmer Hess ? stated that mental health, because of its 
great prevalence, becomes automatically a concern of 
the practicing physician. Dr. Hess said, “Great num- 
bers of mental patients could be returned to useful, 
productive lives if they receive proper medical as well 
as psychiatric care.” He suggested that physicians 
take an active part in interesting local communities 
and medical societies in their public and private men- 
tal hospitals and in encouraging these hospitals to 
seek the cooperation of the local citizenry. 

Nearly half of the patients in mental hospitals carry 
a diagnosis of schizophrenia. About 12% have manic- 
depressive psychoses, and a similar number have psy- 
choses associated with senility and arteriosclerosis. The 
remaining patients include those with involutional 
depressions, alcoholism, mental deficiency, and psy- 
choses associated with changes in the central nervous 
system, There is a small group of patients in the hos- 
pital with psychiatric disorders of a nonpsychotic 
nature. Patients with functional psychoses have a bet- 
ter prognosis for leaving the hospital than those with 
syndromes due to organic change in the brain, but 
even the latter group may improve or have remissions. 

The shock therapies and the recently introduced 
tranquilizing drugs have proved their effectiveness in 
abating the acute symptoms of psychoses. A wide 
range of psychotherapeutic methods (intensive or brief 
individual psychotherapies, group psychotherapies, or 
psychodrama) and prescribed activity therapies (oc- 
cupational therapy, industrial therapy, recreational 
therapies, and others) have helped many psychotic 
patients to make the necessary personality adjustments 
and to learn the necessary habit patterns that are re- 
quired for everyday living in an American community. 
The response of psychotic patients to hospital treat- 
ment is dependent on many variables, including the 
_ premorbid personality, the extent of the stress that 
precipitated the illness, and the treatment resources 
and other facilities available to the patient in the hos- 
pital. 

Psychiatric illness in the form of a psychosis is often 
a chronic illness. Many patients who recover (other 
than those with transient delirious reactions) spend 
at least three months in the mental hospital. In the 
Veterans Administration psychiatric hospitals, 39% of 
the 49,000 psychotic patients have been there for more 
than 10 years, 64% for more than 5 years, and 85% for 
more than one year. As with many chronic diseases, 
those who have them carry the stigmas of their illness. 
The rheumatoid arthritic patient has misshapen joints; 
the patient with psoriasis has skin lesions; the patient 
who has had a psychosis may show residual peculiari- 
ties of behavior, although the acute psychotic symp- 
toms are no longer present. 

Just as the general hospital treats sick people during 
the acute stages of their illnesses and then returns 
them to the community (their own homes, nursing 
homes, or other institutions), the mental hospital is 
also able to treat mentally sick people during acute 


episodes of psychiatric disease and, when the acute 


episode has passed and the active symptoms of psy- 
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chosis have subsided (whether in a week or a year 
or even 10 years), also return the patient to the com- 
munity. However, he may carry residuals of his dis- 
ease just as the hemiplegic person has. weakened or 
paralyzed muscles. The recovering psychotic patient 
is in need of rehabilitation to prepare him to live in 
the community. 

The mental hospital has evolved a large number of 
rehabilitation measures for use both within and out- 
side of the hospital. In the hospital, occupational, in- 
dustrial, recreational, and other therapies simulate 
community-like situations that the patient will encoun- 
ter after he leaves the hospital and that will prepare 
him to meet them. A major step for many patients 
in the hospital is transfer from living on a locked ward 
to an open ward. On the open ward the patient has 
the experience of assuming responsibility for himself, 
and the hospital staff can evaluate the patient’s capac- 
ity to handle the everyday stresses that arise. In the 
past 10 years mental hospitals throughout this country 
have been placing an increasing number of patients 
on open wards. Approximately 30% of all the patients 
in VA psychiatric hospitals are on open wards, and in 
at least two hospitals the number approaches 50%. The 
open-ward patients have shown that they can assume 
responsibility for themselves within the shelter of the 
hospital, which is the first step back to community 
living; however, many patients cannot tolerate the ab- 
rupt transition from hospital life to community life. 
For these people the mental hospital has devised a 
number of methods that bridge the gap from hospital 
life to community life and limit the stresses placed 
upon the patient in accordance with his tolerance and 
capacity. 

This paper describes rehabilitation methods that 
have been found effective in helping psychotic patients 
return to community life. Except for the trial visit, or 
convalescent leave system, they are methods that in- 
volve only small numbers of patients; but constant 
numbers of patients via these exit routes amount to 
significant figures nationwide. The frame of reference 
here is primarily the experience of the VA. Similar 
plans are carried out by many state hospitals and some 
private mental hospitals. 

Trial Visit 

Trial visit, or convalescent leave, is the term applied 
to a period of time a patient is supervised while living 
out of the hospital in his own home or independently 
in the community. The time may range from three 
months to a year, or more. Supervision on a regular 
basis is usually carried out by hospital social workers 
or by social agencies to which the patient is referred. 
Medical consultation is often available. The trial visit 
period serves several purposes. It permits legal com- 
mitments to remain in effect, since the patient is still 
on the hospital rolls. More important, it provides to a 
patient and his family expert supervision and consul- 
tation services when problems arise that threaten the 
adjustment of the patient. 

In the VA there are at present about 5,500 patients 
on trial visit. The state of New York and a number of 
other states have developed excellent follow-up serv- 
ices by teams of psychiatrists, social workers, and 
other professional personnel, who see the patients 
regularly, Some states, as Georgia and Kentucky, have 
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shown that the county public health nurse can con- 
tribute to trial visit follow-up. The county public 
health facilities may be a productive resource to assist 
these patients. The physician in private practice can 
also contribute in this area by advising the patient and 
his family, who may consult him, and by exchanging 
information with the mental hospital. Effective liaison 
between the physician and the hospital will be of great 
assistance to the patient, because the hospital repre- 
sentative is available to the patient onlv at intervals, 
whereas the physician is always available to give help. 


Family Care 


Family care is the placing of mental patients in 
homes other than their own when they have no homes 
to which they may return or when it is not therapeutic 
or suitable for them to return to their own homes. 
Suitable patients are those who are not yet ready for 
trial visit, including those who need more continuing 
support and supervision or those who can benefit thera- 
peutically by the experience of living as a member of 
an accepting family. Family care for mental patients 
has been practiced in Europe since the Middle Ages.* 
Massachusetts instituted this program in 1885. By 
1950, 13 states had 4,910 patients on the family care 
program. In California about 3% of the mental hospital 
population is on the family care program, in the state 
of New York about 2%, and in the Veterans Adminis- 
tration a little over 1%. (In 1954, 654 VA patients were 
in family care homes.) The funds for maintaining the 
patients in the homes may be appropriated by the state 
legislature. VA patients pay their own family care 
costs from pensions, compensation, private funds, or 
nonfederal funds. 

The homes are located by the hospitals, and the 
foster families are carefully selected and supervised. 
The patients are not placed as workers in the homes 
but are encouraged to take part in family life, includ- 
ing family chores. Rates for the care of patients are 
usually consistent with prevailing community costs for 
room, board, and laundry. Many patients leave family 
care to go out on their own. In the VA 14% of 654 VA 
patients on the family care program were discharged 
and 10% were transferred to trial visit status. Only 16% 
of those placed on the program had to return to and 
remain in the hospital. 

Me b p 

The member-employee program is peculiar to the 
VA. State hospitals have adopted variations of this 
practice. It is adapted from domiciliary practice and 
permits the transfer of patients to the rolls as domi- 
ciliary members and permits their employment in the 
hospital at a maximum salary of $821 per year, plus 
maintenance, laundry, and medical care. These ex- 
patients live on the hospital grounds in employee or 
nonpatient quarters. They work in the laundry, main- 
tenance shops, offices, and as elevator operators. They 
assume responsibility for themselves under minimal 
supervision of a specially selected employee who as- 
sists and guides them and coordinates their work 
program. 

This program,’ introduced into the VA psychiatric 
hospitals by Dr. Peter Peffer, is designed for patients 
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who have a potential for industrial employment in the 
community, It provides an opportunity for the patient 
to learn work habits, to refresh any industrial skills he 
may have, and to permit him to offer a work record 
when he applies for a job. In conjunction with this 
program, industrial conferences are held regularly at 
the hospital. Key representatives from industries and 
vocational rehabilitation agencies in nearby communi- 
ties are invited to spend a day at the hospital to be- 
come acquainted with the hospital and the patients. 
In July. 1955, 168 member-employees were at work 
in 17 psychiatric hospitals. About 25% of the total are 
discharged to the community as self-sustaining citizens, 
and an equal number return to the hospital as patients. 
This is a small program but specifically tailored to 
meet the rehabilitation needs of certain patients. 


Other Industrial Programs 


Various modifications of the trial visit, family care, 
and member-emplovee programs have been werked 
out by individual hospitals to meet the needs of their 
patients and nearby communities. At the VA hospital 
in Fort Meade, S. D., it was difficult to find foster 
homes, but a number of requests were received from 
ranch families who needed farm hands. With the help 
and supervision of the social worker, the families were 
able to draw the patients into their home life and at 
the same time use and develop the work skills of the 
patients, who received salaries. 

The VA hospital in Canandaigua, N. Y., has worked 
out arrangements with a sanatorium and a home for 
the aged that hire patients who are well enough to 
leave the hospital. The patients are placed on trial 
visit or are discharged from the hospital. They work 
for a salary and live in the sanatorium or home in a 
sheltered work situation. The hospital maintains close 
liaison with the institutions and provides supervision 
as needed for the patients. In the past four years, 70 
patients have been placed, of whom 42 remained in 
the community. The VA _ hospital in Waco, Texas, 
worked out arrangements to place patients in a nearby 
state teachers’ college offering vocational training. The 
patients live at the school and assume considerable 
resnonsibility for themselves. Of 30 patients who were 
placed over a four-year period, only 4 had to be re- 
turned to the hospital. 

A vocational counseling program has been introduced 
into VA hospitals recently that is giving impetus to in- 
dustrial placement programs and is focusing on voca- 
tional capabilities of patients in preparation for their 
return to the community. State rehabilitation programs, 
which are also supported by federal grants, vary in 
their abilities in helping mental patients. A few give 
help only to the physically handicapped. Some states 
are able to provide good rehabilitaticn services to pa- 
tients leaving mental hospitals. State rehabilitation 
programs are a useful resource well worth developing 
further in the interests of mental patients. 


Day and Night Hospitals 


The day and night hospital is a treatment method 
whose full potential has not yet been realized. In 1947, 
Dr. Ewen Cameron described the operation of a day 
hospital at the Allen Memorial Institute of Psychiatry 
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in Montreal, Canada. The patients lived at home or in 
suitable boarding places and came to the hospital for a 
day-long program that consisted of shock or other so- 
matic therapies, psychotherapy, and adjunctive thera- 
pies. The advantages were that the treatment cost less 
and the patient still maintained a foothold in the com- 
munity. The night hospital, which has been developed 
_ along the same lines, permits the patient to remain at 

his job or other daytime occupation but live in the hos- 
pital and receive treatment the rest of the time. The 
Menninger Clinic and the Yale Psychiatric Clinic have 
reported their experiences with these programs.° 

In the VA, experience is limited. The Boston VA 
hospital reported on 19 patients who were on the day 
or night hospital program. The staff was very much 
encouraged and felt that the program speeded up re- 
covery of quite sick patients, particularly schizophren- 
ics, by exposing them to reality situations while they 
were still under hospital supervision. The VA hospital 
in Palo Alto, Calif., has a day hospital arrangement for 
eligible foster home patients or discharged patients 
who still need the support of the hospital part of the 
time. Without this support it would be necessary for 
these individuals to become patients again. 


Halfway Houses 


A halfway house is a home in the community where 
patients can live for temporary periods while reestab- 
lishing themselves in community life. An unpublished 
report notes: “A great need appears to be for a living 
arrangement that offers some continued degree of 
supervision and an opportunity for companionship, 


and the warmth and support of an accepting environ-. 


ment after working hours, at least during the initial 
adjustment period. It would seem that a residence club 
type ot home supervised by a qualified housemother 
and also a ‘house father,’ if possible; would meet the 
needs, particularly of the younger patients, and be of 
some value in avoiding a reinforcement of the social 
isolation so characteristic of these patients.”° 

_ Efforts have been made to bridge the gap in social 
~ life tor patients between hospital and community. In 
1937, Dr. Abraham Low of Chicago founded Recovery, 
Inc., a social and therapy group for ex-hospital patients. 
Fountain Home was founded in New York City in 1948 
as a private venture to provide social activities for ex- 
hespital patients who were unable to participate in 
community social activities. In 1955, a group of citi- 
zens sponsored Portals, a halfway house in Los Angeles 
for VA patients. This is a boarding home for 10 to 12 
patients. A resident housemother cares for the home, 
cooks the meals, and provides a motherly influence. 
The vocational counselor from the VA center provides 
liaison with the sponsors and also gives guidance and 
help to the residents of the home who are seeking to 
establish vocational and social roots in the community. 
This is a striking example of community participation 
in the rehabilitation of mental patients. 


Sheltered Workshops 


Sheltered workshops are a product of this country. 
One of the earliest, the Altro Workshop, was founded 
in New York in 1915 for tuberculous patients ready to 
leave hospital care. This workshop later accepted car- 
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diac patients. The workshop demonstrated that dis- 
abled people could work, earn money, and gain in 
many ways from a partial return to normal community 
living. At the same time that conditions of work met 
their special needs, medical and social supervision was 
provided. The Goodwill Industries that are found in 


_ many cities are also sheltered workshops for the handi- 


capped. 

A modification of a sheltered workshop is actually in 
operation in the VA center in Los Angeles for epileptic 
members of the domiciliary population as a demon- 
stration project. Many of these members, except for 
their convulsive tendencies, are capable of working; 
however, they have found difficulty in competing in 
the open labor market. Many have long histories of 
vocational and social maladjustment. The domiciliary 
population was screened, and a group of epileptics 
with rehabilitation potential was segregated. Careful 
medical and neurological examination resulted in re- 
evaluation of the medicaments used, so that seizures 
were minimized. Coincidentally, a workshop was set 
up in the basement of a domiciliary building. Contacts 
were made with industrial firms. The members worked 
a varying number of hours a day at light jobs, such as 
sorting small parts, wood-working, and small parts 


assembly. Their work was satisfactory, and the con- 


tacts have been continued. 

Recently a further step has been made. A commu- 
nity sheltered workshop known as Epi-Hab is under 
way. This is sponsored by interested local citizens, 
including physicians in private practice and local in- 
dustry. The workshop is a community project and will 
be available to all epileptics, veteran or nonveteran. 
Medical supervision will be provided to eligible vet- 
erans by the VA and to other individuals by a local 
university hospital clinic. The workshop provides a 
stepping stone for helping epileptics to get back to full 
employment, 1f possible. If not, a partial means of self- 
support and self-dependence is here available. 


Comment 


The methods described above have been successful 
only to the degree that a community has accepted 
them. Community acceptance of the mental patient 
leaving the hospital depends on community knowledge 
of mental illness, There are a number of ways to edu- 
cate a community. The practicing physician is in a 
strategic position to assist in the campaign. In his ad- 
dress to the House of Delegates, Dr. Hess pointed out 
a number of ways that physicians can help in educat- 
ing the public and in bringing their own work closer 
to the field of psychiatry, such as, by fostering psychi- 
atric services in general hospitals, by serving as con- 
sultants to mental hospitals, and by stimulating resi- 
dency training programs for nonpsychiatric residents 
in mental hospitals. “The nation’s physicians should be 
the leaders in any campaign to overcome the ravage 
of mental illness.” 

Another excellent way to carry out an education 
program is to invite volunteers to work in the hospital 
and community service and fraternal organizations to 
visit the hospital. Volunteer programs in mental hospi- 
tals are increasing. In the VA more than 86,000 citi- 
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zens, representing 400 organizations, now take part in 
providing services for veterans and incidentally make 
themselves available for an educational program. 

Communities will also need to provide certain facili- 
ties to assist the mental patients who seek to reestab- 
lish themselves in the community. Community psychi- 
atric clinics, social agencies, community recreation 
facilities, and sheltered workshops may be needed. 
These facilities will involve the expenditure of funds, 
but it will be less expensive by far to the taxpayer to 
help maintain the patient in the community rather 
than in the hospital. The practicing physician may also 
serve as the medical advisor to the mental patient and 
his family. Appel and Scheflen have described the 
direct care and management of the patient by the 
family doctor.’ 


Summary and Conclusions 


The methods outlined above are proved ways that are 
useful in helping psychiatric patients to bridge the gap 
from the hospital to community life. Some are limited 
plans. They fit only certain patients. They can be ap- 
plied only to a relatively small number of patients at 
a given time. But they do demonstrate that, with help, 
psychiatric patients, even those with considerable han- 
dicaps, do have a potential to leave the hospital if the 
hospital and community work together. It is likely 
that other methods will be devised in the future to fit 
other needs of individual patients. While these plans 
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are small, the trickle of patients who leave via these 

exits in time becomes a stream. During the past five 

years, over 1,000 patients have left Veterans Adminis- 

tration hospitals via the family care route alone. These 

1,000 patients represent the bed capacity of a new VA 
psychiatric hospital. 

Any rehabilitation plan for psychiatric patients to 
return to the community requires community under- 
standing and acceptance if it is to succeed. The physi- 
cian, individually as a community leader, and through 
his local and state medical societies, can help to edu- 
cate the public about the needs of the mentally ill, 
can stimulate communities to provide the facilities that 
the mentally handicapped require when they live out of 
the hospital, and can serve as a physician to those pa- 
tients and their families who seek his professional help. 


2800 Quebec St. N.W. (8). 
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CARE OF THE BLADDER IN NEUROLOGICAL DISORDERS 


Herbert S. Talbot, M.D., West Roxbury, Mass. 


Disturbances of micturition are common complica- 
tions of neurological disorders. They may result from 
involvement of the innervation of the bladder or arise 
in consequence of a disturbed state of consciousness. 
On occasion, as during any chronic illness, they may 
emerge from previously asymptomatic prostatic ob- 
struction in the male or perineal relaxation in the 
female. Suitable care of the bladder, in these circum- 
stances, involves more than making the patient com- 
fortable or simplifying nursing care. It is an essential 
factor—sometimes the most essential—in maintaining 
a good general condition and assuring survival, for 
continued vesical dysfunction, unless properly man- 
aged, leads to renal infection and possibly insufficiency. 
Many chronic neurological disorders are not incom- 
patible with a fair life expectancy and reasonable 
comfort, not to mention rehabilitation and fruitful 
activity, provided the patient can be protected from 
intercurrent diseases. Involvement of the urinary 
tract, often insidious in onset, or recognized but man- 
aged only expediently, may have done irreparable 
damage before its importance becomes manifest. 

Without reviewing in detail the complex neurophys- 
iology of micturition, it is possible to develop a use- 


From the Paraplegia Service and Urological Section of the Surgical 
Service, Veterans Administration Hospital. 

Read before the Ninth Clinical Meeting of the American Medical 
Association, Boston, Dec. 1, 1955. 


¢ Urinary incontinence, frequency, retention, or 
other kinds of vesical dysfunction are symptoms that 
must be accurately interpreted and may demand 
prompt treatment. 

Urinalysis and culture, determination of residual 
urinary volume, observation of frequency and 
amounts, observation of the urinary stream, and 
rectal and pelvic examinations supply essential 
information; the neurological examination should 
consider both the sensory and the motor components 
of the vesical mechanism. 

The bladder should receive attention in cases of 
cerebrovascular accident and in diseases of the 
spinal cord. This includes poliomyelitis, for episodes 
of urinary retention are not uncommon during the 
paralytic stage. 

The management of these disorders includes such 
techniques as catheterization with periodic drainage, 
the use of parasympatholytic drugs such as atropine, 
and habit training. Proper management is well within 
the range of the physician who is charged with the 
general care of the patient. 


ful clinical concept simply by recalling the structural 
components of the mechanism and their relationship 
to each other. The peripheral organ comprises the 
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bladder and urethra, along with the striated muscles 
of the abdominal wall, the peivic floor, and the peri- 
neum, The fundamental reflex activity of the bladder 
is mediated through centers in the sacral segments of 
the spinal cord, but, in the course of evolution, has 
acquired an overlay of modulation and contro] de- 
rived from higher centers. Integrity of function is thus 
vulnerable at any point from the meatus to the cere- 
bral cortex. The interference does not have to be 
organic; the encephalized modulations and controls 
are so intricately associated with volitional and emo- 
tional patterns that micturition in the human has 
become as much a behavioral as a physiological phe- 
nomenon, and its disorders must be interpreted ac- 
cordingly. Observations on animals, valuable as they 
are, must be supplemented by the study of man. In 
a given patient, the essential] factor may be anything 
from the grossest structural alteration in the peripheral 
organ to the most subtle psychological disturbance. 

A distinction, however, between structural and func- 
tional disorder cannot be carried too far, for neither 
can long exist in a pure form. The relationship is so 
intimate that disturbance of one provokes a prompt 
reciprocal change in the other. Primary neurogenic 
vesical dysfunction leads to anatomic alterations that 
may eventually become irreversible, at which time, 
even if the neural deficit could be corrected, the blad- 
der would itself no longer be capable of resuming 
normal activity. The avoidance or correction of these 
secondary changes is, therefore, a matter of pressing 
concern. Their recognition and evaluation are essen- 
tial even when the primary neurogenic etiology is 
obvious. | 

Symptomatology 


The symptomatology of vesical dysfunction is not 
specific to any neurological disease, but is related, 
rather, to the extent, location, and duration of the nerv- 
ous lesion. Certain clinical patterns, it is true, are 
quite regularly encountered, as, for instance, frequency 
in early multiple sclerosis, but they simply reflect the 
pattern of the neurological lesions and their usual 
«secondary structural changes. They are indistinguish- 

_able from those seen in other diseases in which the 
neuropathology may have a similar distribution. 

Symptomatic treatment is important, but the symp- 
toms must be accurately interpreted. Considering the 
bladder as having two functions, the retention and 
the expulsion of urine as occasion demands, its dys- 
functions might well be described as exaggerations 
of either of these: it may hold too much or void too 
much. It may also do both, An overdistended bladder 
with a relatively decompensated musculature may 
contract frequently but inefficiently, continually void- 
ing but never empty. Treatment directed simply at 
diminishing detrusor activity, as by parasympatholyti 
drugs, might result only in complete retention. Con- 
versely, in retention, a successful result after adminis- 
tration of cholinergic substances may be expected only 
when the bladder muscle is capable of responding to 
such stimulation and when there is no obstruction. 

A long start toward understanding any vesical dys- 
function can thus be gained simply by determining 
the amount of residual urine and observing the blad- 
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der’s activity. Next, it should be established whether 
there is any impairment of control or sensation, The 
sensory component is frequently overlooked, but it 
may be a means of differentiating true less of volun- 
tary inhibitory control, in which the patient will be 
almost totally unaware of his voiding, from extreme 
urgency, when awareness persists to the point of dis- 
comfort. It should be ascertained whether there is 
obstruction in the male or perineal relaxation in the 
female, and the urine must be examined for evidence 
of infection. All of this can be learned from the fol- 
lowing simple procedures: urinalysis and culture, resid- 
ual urine determination, observation of voiding habits 
(frequency and amount), observation of the urinary 
stream, rectal and pelvic examinations, and neurologi- 
cal examination, With these data available, it should 
be possible to determine the nature and estimate the 
relative importance of the functional and structural 
components. No mere outline can be adequate to 
cover every possibility, but most cases of vesical dys- 
function in neurological disease will fit somewhere into 
the schema shown in the table, allowing, of course, 
for combinations of factors, and subject to the usual 
hazards and inaccuracies of oversimplification. 


Causes of Vesical Dysfunction 
Underactivity 


Cortieal influence _ 
Organic involvement of excitatory center; doubtful because this is 
not essential to bladder aetivity 
Volitional—psychogenie (hysteria) 
Spinal reflex involvement 
Afferent, as in tabes dorsalis, diabetes, and acute combined degen- 
eration ‘of spinal co 
_ Effe eren nt, as 3" spinal shock, possibly in poliomyelitis 
of the detrusor from chronic overdistention 
fom “any cause, frequently long-standing obstruction 
Overactivity 
Cortica] influence 
centers in cortex—probably rare except in 
very extens 
Volitional-—disturbed state of eonsciousness 
Spinal reflex involvement 
Interruption of inhibition and modulation 
Destructioa of reflex 
Peripheral—hy rtonlelty infection, fibrosis and contracture, 
stone or neoplasm, early obstruction 


Whatever the underlying disease or the nature of 
the bladder disturbance, the aims of treatment must 
be the same: to maintain adequate drainage, by void- 
ing, if possible, and with control; to preserve a useful 
bladder capacity; and to avoid infection. The devel- 
opment of control may be difficult, but the fact that 
it can be reasonably achieved in about three-fourths 
of paraplegic patients, most of whom have physio- 
logically complete transections of the spinal cord, 
suggests that more is possible in this direction than 
was formerly recognized. In older patients, however, 
or those for any reason unable to cooperate in training, 
it may be an impracticable aim. In any event, there 
can be no compromise with the demand for drainage. 
An indwelling catheter, for all its obvious disadvan- 
tages—and they are neither so terrible nor inevitable 
as they have been portrayed—is far safer and, in the 
long run, more comfortable than chronic overdisten- 
tion and a persistent residual urine. On the basis of 
these general considerations, a few specific examples 
may be cited to illustrate some of the more commonly 
encountered problems. 


\ 


946 CARE OF BLADDER—TALBOT 


Common Problems 


Cerebrovascular Accidents.—Bladder disturbances 
are often seen after cerebrovascular accidents. Reten- 
tion may develop while the patient is unconscious, 
even during dehydration, and is frequently overlooked. 
Catheterization at eight-hour intervals is a good rule, 
with the catheter left indwelling the third time if 
there is no voiding by then, or voiding only from 
overflow. A no. 16 F. Foley catheter with a 5-cc. 
bag is preferred; if fluids are being administered par- 
enterally, 5 gm. daily of sulfadiazine sodium may be 
given in the infusion. With the return of conscious- 
ness, continued retention is relatively uncommon, ex- 
cept in men with associated organic obstruction. In 
such persons drainage should be continued until] the 
urologic problem has been evaluated. Rarely, with 
no demonstrable obstruction, the bladder may be 
hypotonic, as formerly seen in tabes and now, less 
often, in diabetes or acute combined degeneration of 
spinal cord. A patient with such a bladder might have 
managed it well enough when in good health and 
alert to his needs; ill, uncomfortable, and perhaps 
imperfectly oriented, he may be able to do so no 
longer. Overdistention then pushes a barely adequate 
detrusor into complete decompensation. Continued 
drainage is indicated, of course, until the patient is 
well enough to begin habit training. » 

Continuous gravity drainage may suffice if required 
for only two or three days, but for longer periods 
intermittent drainage is preferable, to permit filling 
and emptying in something like a normal rhythm. 
Because it is fundamentally a reflex organ, the blad- 
der responds well to such conditioning if structural 
changes are not too marked. The simplest type of in- 
termittent drainage is accomplished simply by clamp- 
ing off the catheter and opening it at desired intervals. 
These intervals are established by trial and error, ac- 
cording to the urinary output, the aim being to empty 
the bladder whenever its content reaches 250-350 cc. 
Daily irrigations with a mild bacteriostatic solution 
such as benzalkonium (Zephiran) chloride 1:20,000 
should be given. If infection or encrustation suggests 
more frequent irrigations, the reservoir may be con- 
nected to the catheter through a Y-tube, with the 
other arm leading to the drainage receptacle and the 
irrigating fluid allowed to run in whenever desired. 
The catheter should be changed every five to seven 
days. 

Tidal drainage is a system of intermittent drainage 
by siphonage, with a siphon loop adjustable so that 
the bladder may be emptied at any desired intravesic- 
ular pressure. It has the advantage of automatically 
combining frequent irrigation with rhythmic empty- 
ing, and management of the apparatus is within the 
capacity of anyone with an understanding of elemen- 
tary physics. It does require some attention, however, 
and is better adapted for use in groups than in isolated 
cases. At any rate, as soon as the patient is out of 
bed or ready for training, it is replaced by clamping 
and unclamping the catheter. After 5 to 10 days of 
drainage, the catheter is removed and timed voidings 
are begun according to the intervals already estab- 
lished. The schedule is followed even in the absence 
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of a normal desire to void, for, in a bladder that has 
been overdistended for some time, the normal sensa- 
tion of fulness may not be perceived until the content 
is greater than the detrusor can expel efficiently. In 
some instances the administration of bethanechol 
(Urecholine) chloride, 10 mg. three or four times 
daily, will contribute to better function. Its use, how- 
ever, is an adjuvant to training and not a substitute 
for it and seldom needs to be continued for more than 
a few days. The amount of residual urine should be 
determined after four or five days of voiding; if it 
exceeds 90 cc., a more complete urologic investigation 
is probably indicated. 

Incontinence is more common than retention after 
cerebrovascular lesions, especially in the conscious 
patient. It is important to ascertain whether it is sim- 
ply overflow, for in such a case the real problem is one 
of retention, to be managed as already described. If 
peripheral organic factors can be excluded, it will usu- 
ally be found that there is not much associated fre- 
quency; the reflex mechanism is intact, but its control 
by the higher centers is no longer effective. This, as 
already noted, is more often due to a disturbed state 
of consciousness than to involvement of the centers 
affecting micturition and may, therefore, be expected 
to show improvement as the patient recovers. The 
various types of apparatus used for incontinence are 
reasonably successful for males, but their use should 
be avoided when possible; they are unhygienic at best 
and encourage the patient to accept an unsatisfactory 
situation. In the female they are often ineffective. 

Catheterization is undesirable when the bladder is 
capable of emptying itself. It is, of course, a ready 
expedient, but the disadvantages, acceptable when 
there is no alternative, cannot be justified when a bet- 
ter method is available. Habit training is by all odds 
the best approach in these cases, in which the defect 
is on the volitional level. It consists of regulated fluid 
intake, with supervised timed voidings at such inter- 
vals as to anticipate involuntary micturition. Except 
in a rare instance of true psychopathology, the super- 
vision may soon be lifted and the patient left to carry 
on his newly established habits. Parasympatholytic 
drugs are of no value in this type of incontinence, 
since it is a result of lack of cortical control, not mus- 
cular hyperactivity. 

Diseases of Spinal Cord.—The most important neu- 
rogenic bladder dysfunctions are those associated with 
disease of the spinal cord, such as are seen character- 
istically in multiple sclerosis. When the sclerotic 
changes invoive the centers through which the micturi- 
tional reflex is mediated, or its associated pathways, 
functional derangements develop and are followed in 
time by structural changes, particularly those incident 
to stasis and infection. Although the nerve lesions 
seem at times to be evanescent and to resolve spon- 
taneously, the bladder itself may by then have become 
so altered as not to benefit from neurological improve- 
ment. This, as well as the insidious onset of bladder 
dysfunction, emphasizes the importance of careful 
preliminary investigation and frequent reexamination 
of these patients. Various studies have shown the in- 
cidence of urinary tract involvement in multiple scle- 
rosis to be as high as 78%. In an appreciable number 
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of patients it produces the first symptoms, but more 
often it remains masked by other manifestations until 
infection has developed. 


In complete transverse lesions of the cord, there is 
a tendency for the detrusor to become hypertonic. 
With incomplete lesions this may be even more pro- 
nounced and more rapid in development, particularly 
when they are located in the sacral segments, The 
commonest symptoms, therefore, are frequency and 
urgency, but, because complete interruption of all the 
tracts is unusual, some capacity for voluntary inhibi- 
tion remains. A comprehensive plan of management, 
similar to that suggested by Muellner, ' may bring the 
patient comfort and avoid further damage. This in- 
cludes a controlled fluid intake, as to both timing and 
amount; a careful schedule of habit training; and ad- 
ministration of parasympatholytic drugs. Atropine, in 
doses of 1/150 grain (0.12 mg.) three times daily, is 
effective in reducing the bladder hyperactivity. Meth- 
antheline (Banthine) bromide or propantheline (Pro- 
Banthine) bromide, although more expensive, seem 
to have fewer side-effects. Adjustment of the correct 
dose is sometimes difficult; 50 mg. three times daily 
may be given at the start and increased or decreased 
as the patient may require. 

Unfortunately, these alterations in the detrusor’s 
tonicity and reactivity are usually associated with 
varying degrees of inefficiency as well, leading to the 
paradox of a hypertrophied bladder that cannot com- 
pletely expel its contents. Infection soon develops in 
the residual urine, the hypertrophy involves the blad- 
der neck to cause obstruction, and the bladder wall 
becomes fibrotic. The end-result is a shrunken organ 
with an obstructed outlet, contracting frequently and 
forcefully, yet never empty. This unhappy train of 
events may be well advanced by the time the patient 
is first seen or when attention is first directed to the 
urinary tract; infection of the kidneys may already 
be present, and at this point the care of the urinary 
tract becomes essential to the patient’s survival. Treat- 
ment must aim at halting and correcting the organic 


” pathology before it has become irreversible. Immedi- 


_ ate drainage is essential, and again the intermittent 
type is best unless the bladder is too irritable to toler- 
ate it. The infection may then be brought under 
contro] with appropriate drugs or antibiotics, Nitro- 
furantoin (Furadantin), in a dosage of 100 mg, three 
times daily, has been especially useful because its 
spectrum includes most of the common invaders. Sur- 
gical correction of the obstruction by transurethral 
resection may be indicated, in females as well as in 
males. Habit training is then undertaken, and during 
this phase the parasympatholytic drugs may be of 
great value. An extraordinary degree of improvement 
is possible, even in the presence of impaired innerva- 
tion, after relief from obstruction and infection. It is 
apparent, of course, that each patient must be indi- 
vidually analyzed, so that the flaws in the mechanism 
of micturition may be accurately appraised. 
Dysfunctions associated with multiple sclerosis are a 
fair example of those associated with spinal cord dis- 
ease, but there are a few more specific types of involve- 
ment. In tabes dorsalis the dorsal columns are char- 
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acteristically affected and the functional disturbance 
results from loss of the afferent limb of the reflex arc; 
lacking normal stimuli to activity, the bladder becomes 
increasingly hypotonic. Tabes is relatively rare now, 
but similar findings may be encountered in diabetic 
and arteriosclerotic neuropathies, and in acute com- 
bined degeneration of spinal cord. In the pure state, 
such a dysfunction would ideally be treated by cholin- 
ergic drugs, which replace the absent stimuli. If 
infection and decompensation develop, they are man- 
aged as already suggested. 

Transient episodes of urinary retention are not un- 
common during the paralytic stage of poliomyelitis. 
The cause is not clearly understood but is probably 
related to direct involvement of the anterior horn cells 
in the sacral segments, so that no efferent impulses 
reach the detrusor. Spontaneous recovery is the rule, 
and the administration of bethanechol, begun as soon 
as difficulty in voiding becomes evident, may obviate 
the need for catheterization. If, however, the bladder 
does become distended, it should be emptied promptly. 
Occasionally, particularly in bulbar poliomyelitis in 
adults, there may be persistent retention. Indwelling 
catheter drainage of the intermittent type is then in- 
dicated, with a trial without the catheter at four or 
five-day intervals. The dysfunction rarely continues 
for longer than 10 days. 


Summary 

Disturbances of micturition are common in neuro- 
logical disorders. They may be due to involvement 
of the innervation of the bladder, to a disturbed state 
of consciousness, or to preexisting lesions of the blad- 
der itself. Neurogenic vesica] dysfunction reflects the 
extent, localization, and duration of the nervous lesion 
rather than the pathological processes associated with 
a specific disease. In many instances the bladder dis- 
turbances are insidious in origin and become apparent 
only after serious sequelae have developed. A purely 
functional disorder, unless adequately treated, will 
soon give rise to structural alterations. Vesical dys- 
function may be recognized and its essential character 
evaluated by relatively simple diagnostic maneuvers. 
Proper management is well within the range of the 
physician who is charged with the general care of 
the patient. 


Muellner, 8. R.: Special) Problems of ee Control in Patients with 
Multiple Selerosis, é. Urol. 73:254-260 (Feb 


End-Result of Antigen-Antibody Interacti Antigen-anti 
body interactions may result in different phenomena. These in- 
teractions may depend upon the following factors: the soluble 
or particulate nature of the antigen, toxicity or enzyme activity 
associated with the antigen, the presence of an associated bio- 
logical property of the antigen, or the availability of one or more 
than one combining sites on the antibody. Consequently, the 
end result of a reaction between antigen and antibody may be 


precipitation, agglutination, lysis, complement fixation and 


hemolysis, toxin or enzyme neutralization, immediate wheal re- 
actions in human skin or inhibition of these effects, or anaphy- 
laxis or an Arthus reaction.—William J. Kuhns, M.D., Types and 
Distribution of Antibodies, The American Journal of Medicine, 
February, 1956. 
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FEATURES OF GERONTOLOGY’S CLINICAL FUTURE 
Joseph T. Freeman, M.D., Philadelphia 


The modern aspect of gerontology and allied fields 
dates back not much before 1940. Certainly man’s life 
span, diseases, body pattern, and other biological 
qualities have changed very little in that time or even 
in the known anthropological era. What is aging? 
What is the difference between normal and pathologi- 
cal changes in the older body? How is the patho- 
genesis of a disease state modified by the mechanisms 
of age and vice versa? These questions can be an- 
swered without excessive evasion, although the an- 
swers are not likely to be accepted by any number of 
gerontologists without challenge. It is probable, how- 
ever, that there will be agreement that the emergence 
of man’s social existence has been the major influence 
in the extension of his personal existence. 

Medical care is a special feature in the evolution of 
a scientific structure within the social complex. In 
nonhuman social organizations there is no apparent 
individual healing care, although colony control of 
nutrition, genetics, some aspects of pediatrics, and 
even a modicum of eugenics may be inferred. Indi- 
vidual therapeutic measures are minimal or absent, 
as group survival takes precedence over individual 
survival. It is the same in primitive types of human 
civilizations. Medical care parallels cultural levels, 
and a sound medical approach to the individual aging 
survivor is an even later refinement in society's de- 
velopment. 

The intricacies of cell changes with age at one end 
and the management of large numbers of older people 
at the other both are incorporated in gerontologic 
study. It is little wonder that there are disparities in 
views. On what village common can a student of 
cellular chemicophysiology meet with social scientists 
accustomed to thinking in terms of ethnic regiments? 
Both deal with as yet inadequate data. Both have 
urgent problems requiring solution. Both are under 
pressure for definitive conclusions. Neither is ready to 
state infallible truths. Only in a field such as geron- 
tology is it likely that such multiple challenges will 
be accepted. These are the normal considerations of a 
study that is acquiring scientific symmetry, organiza- 
tion, and classification. 

The National Conference on Aging, held in Wash- 
ington, D. C., in August, 1950, reviewed the person- 
alized matter of aging as a national problem.’ This 
was one of man’s better efforts in which he was able 
to wash his biological linen in public. It expressed 
what many felt to be a need, namely, the desire to 
live to the fulness of one’s possibilities, with the best 
control of disease and the most thorough realization 
of inherent qualities in a social form that would match 
these individual potentials. 

One difficulty in gerontology, and particularly in 
its clinical branch, has been to establish the special 
character of the older body's properties and _ prob- 
lems. It is necessary to stress the distinctive and 
unique clinical characteristics of aging. This must be 
done without drawing an artificial line across the 


¢ Improvement in the management of man’s older 
years will depend on collective social efforts. These 
will be directed not so much toward the building of 
more hospitals and institutions of various categories 
as toward the development of home care, of foster 
homes and custodial homes, of improved housing in 
cities, and of “age’’ communities in favorable cli- 
mates. 

Medical care will be improved by a reorientation 
of medical education all the way from schools to 
bedside. Attention to nutritional and endocrine prob- 
lems will begin earlier in adult life. There will be in- 
creasing emphasis on immunization procedures, and 
rehabilitation programs will make sure that aging 
individuals will make their best possible contribution 
to society and achieve the fulness of their biological 
possibilities. 


progression of pathophysiological mechanisms asso- 
ciated with persistent survival. These are the keys to 
the entire field. Clinical approaches to the senescent — 
process, which may predate the settled patterns of 
older age by years, have been influenced adversely by 
preoccupation with very much older persons. 

A brief consideration of acute infections, chronic 
conditions, and geriatric education and personnel, as 
well as the unavoidable involvements in the socio- 
economic aspects of older age survival, may serve as 
an example of the gerontologic viewpoint. 


Acute Infection 


It is most deceptive to assume that the world of 
microbial pathogens has sung its swan song. “The 
living agents of disease are still actively following the 
processes of evolution and anything may come of it. 
... Man thinks that this is his world, but the microbes 
don't know that.”’ Natural immunologic balances have 
been modified by very effective therapeutic measures 
extracted one by one from the full spectrum of natural 
controlling forces. If scientific ingenuity can meet 
or even outstrip the organisms in endless immuno- 
logic competition, it is limited to a great extent to the 
relatively short-term acute flurries of host-invader re- 
actions. The connection between late pathological 
effects and earlier infections is not aiways known in 
full. The distant results of restricted, subclinical, or 
latent infections balanced by various defensive forces 
have yet to be identified. 

Pathological changes in blood vessels, malignancies, 
and alterations in connective tissue or in various sub- 
divisions of the hematopoietic system may be related 
in part to the summary of actions and reactions ini- 
tiated by host and organism associations spread over 
variable periods of time. This may have some influ- 
ence on the emergent pattern of the possible patho- 
genic relationships between diseases in older persons 
and childhood infections, which were limited in ex- 
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pression in childhood and came to full bloom in older 
bodies at a much later date than the initial exposure. 
The final complexity may be identified as a disease of 
late life without recognition of the link between the 
presence of the organism in the younger body and an 
eventual syndrome in the older body. Such syndromes 
may be the markers of a lifetime’s method of parrying 
these as well as other incidental incitements. The 
reality is still an infection. The result is a disease 
possibly more common in older persons. “The disease 
of the adult is only the epilogue of a drama, the first 
act of which was played in the cradle” (von Behring). 

The ability to identify conditions earlier and then 
to interrupt those possibly en route to a destructive 
state in older age is a goal for geriatric therapeutics. 
This has a value in morbidity comparable to the im- 
mediate control of acute infections by specific meas- 
ures at any age. Along with the possible connection 
between infections in one stage of life and pathologi- 
cal occurrences at a later time, it must be pointed out 
that the picture of infections in older people can be 
different. A new conditioning in diagnosis may be 
essential to identify pulmonary tuberculosis, rheumatic 
fever, subacute bacterial endocarditis, pyelonephritis, 
or even the acute abdomen in the elderly. The explicit 
demonstration of sharp febrile responses, the pointed 
symptom, the obvious sign, and the ready diagnosis 
customary in the younger patient may not apply to the 
same person stricken in later life. A new set of inter- 
preting signals must be acquired to reduce the chance 
of inaccurate clinical conclusions. Gerontologic diag- 
nosis, like all diagnosis, is a categorical evaluation for 
therapeutic specificity. The categories must be under- 
stood. 


Chronic Diseases 


The likelihood of the occurrence of various chronic 
diseases in older age superimposed on those functional 
limitations common to long survival is enhanced by 
each year of survival. Some chronic processes are dis- 
ruptive physiological mechanisms so slow in develop- 
ing as to escape recognition until gross nonremediable 
limitations have occurred. Others result from failure 
to recognize initial conditions due to inadequate pre- 
senting physical manifestations, lack of knowledge of 
the disease, or a distortion of the classical picture by 
only partially effective measures. Some chronic con- 
ditions are due to incorrect therapy—too little, too 
much, or too wide of the specific mark. Neglect by 
patient or physician can be a factor. The inherent 
nature of a disease process such as syphilis may con- 
ceal progress to chonicity. There may be long-term 
conditions on a congenital basis, with unusual survival, 
as in some heart lesions. There are those conditions 
with genetic linkage such as chronic chorea (Hunt- 
ington’s) or possibly diabetes mellitus or other en- 
docrine forms that may not present themselves until 
later in life. There are specific pathological and meta- 
bolic chronic defects like osteitis deformans, perni- 
cious anemia, and gout that are frequently age-linked. 

The greater number of chronic diseases, however, 
may be due to those particular physiological phenom- 
ena established by the body as it survives and ages. 
This type of chronic condition is a summation of re- 
sponse to varieties of exposures in addition to accu- 
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mulated reactive abilities and tabulations of metabolic 
scars. Long survival has pathological concomitants in 
the older system that are accepted as common de- 
nominators for diagnostic and therapeutic effort. 
Among these accepted changes are loss of vascular 
elasticity, arteriosclerotic compensation (?), demineral- 
ization of osseous tissue, new sites of calcium stores, 
changes in fibroelastic, collagen, and hyaluronic acid 
proportions, and impairment of pulmonary, cardiac, 
renal, or general capacities to resist prolonged strain. 
Immunologic properties may undergo progressive 
change. Some forms of chronic conditions such as 
vascular change or even malignancy may be thought 
of as adaptations based on the many defenses with 
which the older body has learned to survive. Ana- 
tomic states that are chronic, such as emphysema, 
herniations, varicosities, and others, occur more 
readily with the characteristic realignment of body 
structure. As parenchymal organs adjust to these 
structural changes, which can be paralleled by bal- 
ancing chemical shifts, the aspects of chronic patho- 
logical conditions become apparent. 

It is not only in gross patterns that the affinity of 
aging with chronic disease is revealed. Many cells 
have specific parenchymal qualities of aging based on 
heredity as well as exposure to various “noxious agents, 
stress and deprivation” (Galdston) in addition to age. 
This brings up the problem of cell versus tissue or 
organ aging. To try to extend species survival time 
beyond its present limits, there would have to be 
some way of extending parenchymal cell integrity in 
its normal organ environment comparable to that 
which can be done with some cells in an ideal culture 
medium. Possibly this will wait until present poten- 
tials of good health in the species’ span are realized. 

The possibilities of blocking the actual as well as 
the potential advent of a chronic limitation of health 
may be considered by the gerontologist in the follow- 
ing ways: (1) by suggestions as to prospective child- 
bearing based on known hereditary strains, advice as 
to actual marriage probably being impractical; (2) by 
utilization of a comprehensive plan of immunizations; 
(3) by the control of infectious diseases by isolation, 
avoidance, and other epidemiological measures, as 
well as by proper nutrition; (4) by the extension of 
antiepizootic measures, where members of the animal 
and insect world are the bacteriological links to hu- 
mans; (5) by effort to make geriatric diagnostic and 
therapeutic correlations with the physiological dy- 
namics of the aging body; (6) by extension of public 
health procedures often less available to the aging 
fraction of population because of its being outside of 
the areas usually reached by public health; and (7) by 
the full utilization of an informed social group. 

In order to be able to modify those long-term im- 
pairments common to the older person, the clinician 
must extend his efforts beyond the realm of individual 
diagnosis and treatment. There are three methods. 
First, he can avoid, retard, or even reverse some 
pathological changes by proper nutritional planning, 
by the interdiction of certain harmful habits (possibly 
alcohol, tobacco, and the like), and by exercising total 
control of ideal hygiene. Second, in the approach to 
those chronic conditions that slip through the primary 
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defense mentioned, there are the natural measures of 
effective therapeutics, with increasing specific values, 
such as diets, hormones, antibiotics, and drugs. Third, 
where structural changes are not amenable to such 
natural measures, the clinician can employ foreign 
materials and methods. The simplest instance is the 
use of roentgen rays and isotopes, which are non- 
natural, but effective, interveners in diseases. There is 
the rapidly expanding field of vascular graft replace- 
ments, bone additives, and prostheses. In addition, 
there is a host of surgical procedures for use in myo- 
cardial ischemia; there is replacement of major vessel 
segments; there are vascular and_ gastrointestinal 
shunts; there is the plastic ball valve for use in aortic 
insufficiency; and there are other methods in various 
stages of exploration. 


Teaching, Training, Personnel, and Hospitals 


There are always two concurrent groups of patients 
te be considered in the clinical approach to the aging 
—those who have reached older age and those who 
presumably will attain the same status ultimately. In 
a sense these two are related to the fact that traditional 
clinical training seems to make a distinction between 
pure disease syndromes and health as if there were a 
sharp contrast between those absolutely ill and those 
absolutely well. This is valid only to some degree in 
traumatic states. Otherwise, such categories are un- 
realistic (Stieglitz). In older age especially, such abso- 
lutism is not valid, since these people live in a transi- 
tional zone of relative degrees of functional adequacy. 
The first problem in geriatric management consists of 
total therapeutic and social plans for the care of those 
who have already reached older age, these (aged 65 
years and over) numbering about 14 million in this 
country. (Social and other customs have made the age 
of 65 the dividing line between youth. and old age.) In 
the United States there are approximately 10 so-called 
incurable patients and about 125 chronically ill indi- 
viduals for every available physician. Of the former, 
5, or 50%, and of the latter, 40, or about 35%, are 65 
years old or more. These patients theoretically are 
each physician's case load from the instant that he 


is licensed. The second aspect is the obvious need to— 


apply geriatric control and gerontologic investigation 
in younger patients. Reports based on the pathological! 
material of senility have confused the public as well 
as clinicians. The average physician still has not had 
the particular nature of the field of geriatrics spelled 
out to him. Too often he thinks in terms of placebos, 
postponements, and placements. Such emphasis well 
may be responsible for a distaste for geriatric medi- 
cine. The very individuals who work in this field have 
been responsible to some extent for misleading the 
public. The custodial home, the home for the aged, 
and similar social retreats have had too much influence 
on the organization of gerontologic thinking. The bur- 
den of altering this attitude rests on those who have 
the clinical insight and organizational connections to 
make the correction. The true age for geriatric medi- 
cine. if one dares make such stratifications, begins at 
from 55 to 60 years and does not include those very 
much older individuals whose physiological elastic 
properties are practically gone and who properly are 
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social rather than medical charges. This approach 
allied to improved teaching must be made at under- 
graduate and postgraduate levels. [t should be re- 
peated emphatically that geriatrics must not be con- 
fused with the social form known as senility. 

There is a critical shortage of all types of trained 
geriatric personnel. Few graduates in medicine plan a 
special geriatric practice or even aim for positions as 
superintendents of hospitals catering to this category 
of patient. Many older physicians drift with their 
aging practices into a quasigeriatric type of practice. 
However, specific knowledge in geriatrics and geron- 
tology is not intuitive, nor is it acquired necessarily 
just by exposure to large numbers of older persons. 
In the cataloguing of the hundreds of postgraduate 
medical courses for 1955 in THE JouRNAL of the Amer- 
ican Medical Association, there were exactly five 
courses listed by title under the geriatrics category. 
These courses added up to 150 hours. This number 
does not include those unspecified numbers of hours 
in which such material is included in the general 
medical training. The catechism of geriatric medical 
training has certain tenets. One is that this special type 
of clinical knowledge is not just an unmodified exten- 
sion of the physical materials and problems of earlier 
maturity. Another is that the clinical manifestations 
and pathological expressions of the older body are 
reflections of a continuous process, which is not just 
a bizarre mutation of the younger body. A third is 
that geriatric therapy has the objective of establishing 
an equilibrium in terms of the older body's physiologi- 
cal mechanisms, The development of a basic substrate 
of particularized preclinical and clinical knowledge 
allied to comprehensive research is the hope of the 
future in the full management of the medical features 
of aging. 

Probably no branch of the Malaprop family is big- 
ger than the one in clinical medicine that has exhibited 
a facility occasionally for making momentous and 
sometimes incorrect statements about medicine's fu- 
ture. Contrary to this, a humble attitude has been 
assumed by those who realize the urgencies as well as 
the difficulties of major, as well as minor, pathological 
associations with aging. Aside from the familiar hosts 
of vascular, neoplastic, and metabolic conditions, there 
is an increasing diversity of morbid states as new 
conditions take the place of old infections in the 
statistical tables. One prerequisite to a preview of the 
clinical future of older people is the consideration of 
new mortality citations that go hand in hand with new 
therapeutic efforts. (Barr* wrote conclusively of the 
price that is paid for modern diagnosis and therapy.) 
In this list are causes of death that would be com- 
pletely foreign to most clinicians of even 10 to 20 
years ago, such as: (1) intrahepatic biliary obstruction 
due to chlorpromazine’; (2) antibiotic anaphylaxis, 
with particular reference to penicillin’; (3) lethal en- 
terococcic toxemias secondary to bactericidal and 
bacteriostatic antibiotic treatment*; (4) coagulase- 
positive and/or mutant micrococcic septicemias and 
bacteremias’; (5) severe hematological derangements 
following sterile mechlorethamine hydrochloride us- 
age*; (6) “chemical death” in the low-salt syndrome 
incident to use of diuretics*; (7) homologous serum 
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hepatitis due to parenterally administered virus-in- 
fected blood products'”; (8) vascular accidents incident 
to electroshock therapy''; (9) collagen, vascular, and 
renal derangements from use of sulfonamides, hydra- 
lazine, and other agents’’; (10) possible formation of 
endocrine adenomas or the activation of malignancy 
in hormone therapy (11) peritonitis secondary to 
ruptured peptic ulcers in persons treated with adrenal 
corticosteroids'*; and (12) disturbances in chemical 
balances by vitamin intoxications.'® This incomplete 
list is adequate to show that therapeutic groping, is 
done at a price reflected in mortality tables. Progress 
in gerontologic medicine will be paralleled by a 
lengthening of this list, the numbers of which for- 
tunately wiil be small in comparison with total mor- 
tality and very few in the face of the strikingly 
effective achievements. 

latrogenesis has some gerontologic counterparts. 
There is a serious flaw, however, in the acceptance of 
this etiological category. Three factors must be in- 
volved for a pathological condition to fill the criteria 
of this peculiarly subjective causative mechanism: the 
agent (physician), the agency (the method or medica- 
tion), and the subjects (the particular characteristics 
of the responsive organism). The interdependence of 
the three must be pointed out before the caustic 
opinion of the assumed role of the physician as the 
cause of morbidity and mortality jells into a semblance 
of reality. With the acceptance of such an untenable 
theory, there has been the development of degrees of 
mass responsibility and guilt as if the physician alone, 
separated from the two other ingredients in the equa- 
tion, were the sole cause of diseases. Paradoxically, the 
physician who is credited with a series of therapeutic 
successes, if he continues to compound these successes, 
ultimately is reproached for an unphysiological pro- 
longation of survival. The untoward reaction, the un- 
expected hazard, the unwonted effect are made to be 
the therapist's onus, and for none of these is the 
physician rightfully responsible. The uncritical elabo- 
ration of the concept of iatrogenesis in large part is an 
inadequate appreciation of all of the elements involved 
in the pattern of a disease as well as the hazards in its 
diagnosis and management. As such, it endangers the 
physician's effectiveness. 

Aside from the lack of featured educational plan- 
ning, the shortage of medical personnel, and_ the 
difficulty of keeping pace with additional clinical chal- 
lenges, there is the particular problem of hospitals. 
They cannot parallel population growth in any prac- 
tical sense, whether that expansion is the result of a 
greater number of persons of lengthening life or longer 
individual spans or both. Even the conversion of one 
type of hospital to another, namely, contagious disease 
type to general or chronic disease classification, has 
been but a stopgap because of the annual increase of 
400,000 persons 65 years and above in the United 
States. Although there are no authoritative figures, it 
is quite likely that 60% of the people in this age 
bracket have a chronic impairment of health, 15% have 
a chronic disease recognized as a clinical entity, and 
over 8% are absolutely disabled. Even if an active 
economy could plan and build sufficient beds, there 
would still be the larger problem of finding trained 
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staffs. A lack of informed and available personnel is 
the great weakness in the logistics of geriatrics. 

The answer to some of these conditions depends on 
a reorientation of medical education all the way from 
schools to bedside. Geriatric units as diagnostic cen- 
ters. convalescent restorative plans, and custodial 
homes must be integrated in the gerontologic division 
of the general hospital. This central directional divi- 
sion will be responsible for, in addition to health, the 
maintenance of affiliation with interns and externs and 
with social, home care, recreational, legal, occupation- 
al, rehabilitative, and other environmental aids of the 
older patients. Many of these functions now are spread 
all over the social service map. Within this department 
there must be an ambulatory chronic disease evalua- 
tion center to formulate and index a master long-term 
plan for the individuals involved. (A retirement evalu- 
ation center utilizing stress and function analyses could 
serve industry in an objective manner.) Current sub- 
divisions into clinical, voluntary health, official health, 
and the multitude of collateral agencies can be 
grouped under trained administrative collective staffs 
in an efficient, economic, and effective way of meeting 
these several needs. 


Social Aspects 


The ideal management of the welfare of the older 
person can be divided into individual medical and 
collective social efforts. This is quite arbitrary since 
an actual distinction cannot be made. In the past, 
individual medical efforts have stressed nutrition, 
endocrine therapy in specific clinical pictures, non- 
specific endocrine therapy, vaccinations, antibiotics, 
and the customary medical and surgical measures 
common to all age groups with their progressive im- 
provements. In the future, individual medical care 
will consist of nutritional efforts initiated at a much 
earlier date in the life cycle, certainly no later than 
aze 30. In fortunate nations, nutrition is not a matter 
of too little but of the contribution to the forced 
maturation, for example, of blood vessels, by too much. 
The use of endocrine products is being extended into 
more specific situations, as for example, malignancy, 
electrolyte balance, demineralization, catabolic states, 
inierference in a variety of antigen-antibody relation- 
ships and inflammatory effects, and other definitive 
reenforcements or interruptions. There will be an in- 
crease in the number, effectiveness, and nature of 
immunization programs, of which BCG and the Salk 
vaccine are popularly known. Naturally, extensions of 
specific medical and surgical measures will continue 
for all age groups, with emphasis on the individuality 
of the older age processes. Clinical medicine will have 
to outline the obvious anatomic, chemical, and func- 
tional capacities not only as total indicators of health 
maintenance but also in suggesting the chances of 
disease occurrence. Rehabilitation will continue to 
emphasize that there cannot be accepted a tolerance 
of states of limitation in an older aged person that 
would be considered intolerable in a younger person. 

Collective social efforts in the past have stressed 
homes of various categories, indemnities of various 
types, such as insurance, pensions, and social security, 
and arbitrary occupational limitations. Sporadic pe- 
ripheral efforts of better types have been utilized only 
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by small informed groups. Collective social efforts of 
the future will turn increasingly to sustained home 
care identified with specific housing needs in city 
planning rather than more hospitals of all categories. 
The concept of foster homes as well as proper alloca- 
tion of good custodial homes in the whole program will 
require early recognition. The development of “age” 
communities that have a natural capacity for good 
weather, low costs, and community integration is fol- 
lowing the trend in national migrations. Occupational 
rulings will be adapted to the individualization of job 
capacity. Community projects will contain allowances 
for older age education extension. To think of better- 
_ ing geriatrics without considering the social aspects, as 
if such could be independent of these social realities, 
would be to repeat the errors and to add to the frustra- 
tions of all of those in this field at this time. Where 
there is a deep understanding of the full implications 
of the scope of gerontology and its clinical branch, it 
will be appreciated that medicine in the future cannot 
be divorced from social and scientific considerations 
as if the physician were a therapeutic genius and a 
social incompetent. Aside from specific approaches to 
the problems of particular disease states, the student 
of the medical care of the aging must work in associa- 
tion with his colleagues in many collateral fields. 


Summary 


Man is a social creature, and his personal medical 
care is derived from that status. Improvement in the 
management of his older years is based on these two 
facts. The structure of geriatrics depends on the ex- 
position of the particular characteristics of the aging 
mechanism. The relationship between some early in- 
fectional states and pathological patterns at a much 
later date in a much older body is often unclear. 
Clinical patterns in older age do not necessarily lend 
themselves to ready identification, particularly if 
standards for younger years are applied. The chronic 
processes consist of both a number of specific condi- 
tions seen more commonly in a few older individuals 
and a host of general changes common to most older 
bodies. Geriatrics and allied fields must become in- 
volved in the study of the basic nature of both of these 
chronic forms. 

All of these plans are linked to the notable failure to 
date to indoctrinate and to educate medical and allied 
scientific personnel in numbers even slightly approach- 
ing needs. There is nothing static to all of these masses 
of people and diseases. Even the lists of mortality 
tables have an unfamiliar look. Reliance of the entire 
community on hospital construction alone is unrealis- 
tic. The future of this maturing science depends on an 
extension of individual medical efforts, cooperative 
scientific study, and collective social efforts. When all 
of these are available, individuals will be able to 
achieve the fulness of their biological possibilities, 
with the best control of diseases and the most thor- 
ough realization of their inherent qualities in a social 
form able to match these human potentials. 

1530 Locust St. (2). 
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Passage of Antibodies Through the Placenta.—The placenta 
is of importance in the distribution of antibodies between ma- 
ternal and fetal circulations. The structure of the placenta de- 
termines how much antibody can cross its boundary. Thus in 
domestic ungulates passage of antibodies across the placenta 
does not occur and transfer of passive immunity from mother to 
young is by way of the colostrum. Antibodies are transferred by 
way of the uterus in rabbits, guinea pigs and man. Dogs, rats and 
mice seem to occupy an intermediate position in this respect. 
Observations made in human subjects show that both qualitative 
and quantitative differences may exist in regard to the antibody 
content of maternal and cord sera. Agglutins for streptococcus 
MG and the H and O antigens of Escherichia coli have been 
shown to be higher in maternal blood than in corresponding 
cord blood. However, the antibody titer of cord or infant blood 
at birth may equal or exceed that of the mother’s blood as shown 
by studies of staphylococcal antibodies and of diphtheria anti- 
toxin. Studies of blood group agglutinins in maternal cord 
blood combinations has generally shown that anti-A and anti-B 
can cross the placenta, but not freely. Longsworth, Curtis and 
Pembroke demonstrated by means of electrophoresis that the 
concentration of gamma globulins of fetal sera is generally 
higher than that of gamma globulins contained in the corre- 
sponding maternal sera. Qualitative differences in antibody 
transmission across the placenta are known to occur. Skin-sensi- 
tizing antibodies formed against different allergic antigens do 
not cross the placenta but allergic blocking antibodies can do so. 
Similar studies have also been carried out on the distribution of 
antibodies formed against the Rh and other blood factors. Thus 
it has been shown that the mother may form agglutinating or 
blocking antibodies, but the cord serum of the infant rarely, if 
ever, possesses anything but blocking antibodies. Timmerman 
demonstrated that antityphoid H agglutinins passed the pla- 
centa in a number of cases but O agglutinins were scarcely 
transmitted at all. It is of interest that some antibodies which 
are poorly transmitted through placental tissue are contained in 
gamma or fast-moving gamma globulin fractions, whereas anti- 
bodies which are readily transmitted are among those con- 
tained in gamma globulin.—William J. Kuhns, M.D., Types and 
Distribution of Antibodies, The American Journal of Medicine, 
February, 1 
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ANALYSIS OF ONE HUNDRED TWENTY CONSECUTIVE 
CASES OF MAJOR ARTERIAL GRAFTS 


Alfred W. Humphries, M.D., Victor G. deWolfe, M.D. 


and 
Fay A. LeFevre, M.D., Cleveland 


Major arterial grafting with homografts has been 
carried out in our clinic for more than two years. The 
purpose of this paper is to analyze the findings and 


results in the first 120 grafts, with special attention to — 


the complications, and from this analysis to propose 
criteria for future evaluation of patients. Freeze-dried 
homografts were used in all. Seventy-seven were 
aortoiliac, and 43 were femoral grafts. 

The basic criterion for the selection of cases for 
arterial grafting is, of course, the presence of inter- 
mittent claudication with absence of pulses in corre- 
sponding locations. Freedom from associated disease 
that would militate against the advantages of correct- 
ing the intermittent claudication (for example, carci- 
nosis; severe heart disease; inability to walk, what- 
ever the cause; and extreme old age) is required. 
To determine further criteria, we reviewed the pre- 
operative data in our patients, including ages (range, 
12 [traumatic false aneurysm] to 76 years [arterio- 
sclerotic abdominal aneurysm] ), presence or absence 
of diabetes, presence or absence of cardiac disease, 
angiographic findings, and other factors. On the basis 
of our results we have been impressed with the value 


Preoperative Angiographic Findings Correlated with 
Initial Success of the Graft 
Rate of 


Gra 
No. of initially Suecess, Angiographic 


Angiographic Findings Grafts Suecessfu % Predictions, % 
Favorable 103 99 96 96 
Unfavorable 11 3 27 73 
Indeterminate 6 1 7 


*Excluding the six indeterminate cases. 


of only one of these factors—the angiographic findings. 
Angiography seems to us to offer the greatest assist- 
ance in determining the details of operability in pa- 
tients, particularly those with femoral occlusions. Gen- 
erally, aortograms are not necessary in aneuryms before 
surgery is attempted. Occasionally, they are of diag- 
nostic value in small or questionable aneurysms, How- 
ever, angiograms are necessary in evaluating femoral 
and popliteal aneurysms, in order to ascertain the 
patency of the vessels distal to the aneurysm. 


Correlation of Angiographic Findings 
with Initial Success of Graft 


The angiograms in this series were reviewed with 
the purpose of considering whether the outcome of the 
grafts could be more accurately predicted in the light 
of increased experience. In the table the number ot 
cases in which the grafts were initially successful is 
correlated with the number of cases in the three group- 
ings of angiographic findings: favorable, unfavorable, 
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* Freeze-dried sections of artery were used as 
homografts in 77 cases of aortoiliac and 43 cases 
of femc -~! obstruction. The preoperative angiograms 
were then restudied in order to find out which 
features had the greatest value in predicting the — 
success or failure of the grafting operation. The age 
of the patient, presence or absence of diabetes, and 
presence or absence of heart disease had little 
predictive value. Most important was the question 
of whether the outflow from the distal part of the 
graft would equal the inflow. When it did not, 
thrombosis frequently occurred. 

Among 103 cases with favorable angiographic 
findings, the results were good in 99; among 11 
with unfavorable findings, the results were good in 
3. There was also an indeterminate group of six 
cases in which one good result was obtained 

Case histories are given to show the varied 
difficulties and complications encountered. Twelve 
patients died. In the others, symptomatic improve- 
ment sometimes occurred even if the graft became 
occluded, and in no case was amputation necessary. 
In the successful cases, pulsation reappeared distal 
to the graft and claudication pain was relieved. 


or indeterminate. It is noteworthy that, of the 103 cases 
in which the angiographic findings were favorable, in 
96% the grafts were initially successful; whereas, of 
those 17 cases in which the angiographic findings were 
unfavorable or indeterminate, in only 24% were the 
grafts initially successful. If the six indeterminate 
cases were excluded, the angiographic findings were 
a reliable basis for predicting the outcome of the pro- 
cedure in 94% of the cases. To illustrate the three types 
of angiographic patterns that determined the group- 
ings of these cases, we have chosen three typical 
angiograms from the series. 

Favorable.—A graft in the area of block illustrated 
in figure 1 should be successful. The occlusion is just 
above Hunter’s canal in the superficial femoral artery. 
The caliber of the vessel both above and below the 
occlusion is of good size, and the quality of the vessel 
itself is reasonably good. There is some intimal disease 
in 2 to 3 in. of the femoral artery immediately below 
the block, but the size of the lumen is adequate. The 
vessel has no secondary blocks, and the bifurcation of 
the popliteal artery and all three of the vessels in the 
lower leg can be clearly seen. The patency of the 
vascular system distal to the occlusion is considered to 
be sufficient to carry off the blood that will enter the 
graft from above. 

Unfavorable.—A graft of the blocked vessel illus- 
trated in figure 2 should not be successful. The occlu- 
sion begins in the middle of the thigh, and refilling 
does not occur until the lowest part of the popliteal 
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artery. The bifurcation into the anterior and posterior 
tibial arteries is seen, and the bifurcation of origin 
of the peroneal from the posterior tibial artery also 
is visible. However, the vessel distally is extremely 
small; it contains intimal disease, and the collaterals 
entering it are very small. Success is extremely un- 
likely, not because of the length of graft needed, but 
rather because of the probability that the amount of 
outflow from the graft could not equal the inflow. 
Indeterminate.—Figure 3 illustrates the type of block 
that is difficult to evaluate. The graft would be long, 
running from the bifurcation of the common femoral 
to a point in Hunter’s canal. The refill is good into a 
patent vessel. The lower portion of the popliteal artery 
is not clearly visualized, and because of poor angiog- 
raphy the amount of outflow from the popliteal cannot 
be determined. A branch is visible in the lower limb 


Fig. 1.—Angiogram showing block typical of those that are successfully 
treated by grafting. 


but it cannot be identified with assurance; if it is one 
of the three major branches, the other two are not visi- 
ble. The superficial femoral artery distal to the occlu- 
sion contains a moderate amount of intimal disease, 
and the diameter of the vessel is small. From this an- 
giographic pattern, it is difficult to decide whether the 
graft would be successful. In only one of our six cases 
in this category was the graft successful. This low rate 
of success has convinced us of the necessity of dis- 
cussing the uncertainty of the outcome fully with the 
patient preoperatively. If the patient’s complaints are 
not pressing, his age is advanced, and his way of life 
such that he could get along without being required 
to walk distances, we discourage the choice of grafting. 

In each of the 17 cases in which the angiographic 
findings were unfavorable or indeterminate, a femoral 
arterial graft was made. We believe that an aortic 
graft should be initially successful in any patient who 
has good nutrition of the feet and no pain at rest; these 
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signs indicate reasonably good collaterals. However, 
when the superficial femoral arteries are not patent in 
a patient who also has a higher block, repair of the 


Fig. 2.—Angiogram showing block typical of those in which grafting is 
unsuccessful. 


Fig. 3.—Angiogram illustrating type of block that is difficult to evaluate 
as to whether graft would be successful. 


higher block usually will not completely relieve the 
patient's symptoms; in many cases, claudication in 
the calf will continue as a result of the block(s) of the 
superficial femoral artery(ies). However, some of our 
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patients in whom a graft for a high block was done 
above unilateral or bilateral superficial femoral arterial 
occlusions had no postoperative claudication in the 
calf, because the collateral vessels were sufficient to 
supply the demands of the muscle in the calf for walk- 
ing. Excellent collaterals must be present in a patient 
with multiple occlusions, or the limb would not be 
viable, Critical evaluation of angiograms must be more 
stringent in candidates for femoral grafting than in 
those for aortic replacement. We have found that in 
aortic occlusion there is a 95% chance that the graft 
will be satisfactory; in femoral occlusion the chance 
for success is 90% 

The fundamental principle in the evaluation of the 
operability in a condition on the basis of angiography 
is: The condition is likely to be successfully managed 
only when the angiograms show that vessels distal to 
the occlusion are capable of carrying off as much blood 
as will flow into the graft. To visualize the potentiali- 
ties of outflow, the angiograms must be of good 
quality. In 76% (13 cases) of the instances in which 
outflow was believed to be unsatisfactory, the graft 
was a failure. Grafting was performed in these cases, 
despite the estimated low chances of success, as emer- 
gency or semiemergency measures because the patient 
had existing or incipient gangrene with trophic changes 
and pain at rest. In these cases we believe that any 
procedure is worthwhile if it offers the possibility of 
saving a limb. 

In patients with abdominal aneurysms, regardless of 
the age of the patients, excisicn and grafting should 
always be considered unless their general condition 
contraindicates surgery. When a patient has pre- 
gangrenous changes, the blood supply is poor below 
the block, and it may be presumed that the outflow is 
diminished or inadequate. On the basis of clinical 
grounds alone, then, it would be concluded that, when 
the patient has excellent nutrition and is able to walk 
a block or more without pain, the chances of a success- 
ful graft are good; and conversely, when the patient 
can walk only a short distance and has pain at rest or 
when a limb is pregangrenous, the chances of a suc- 
cessful graft are poor. However, a graft should be 
attempted in any patient who has early gangrene or 
severe pregangrenous changes and in whom a seg- 
mental block is shown on angiography, because we 
have found in one of every five such patients a limb 
can be saved; while in the other four patients the 
condition will be no worse than before the graft was 
made. 

Even when the clinical indications are obvious, pre- 
operative angiography is necessary in order to plan the 
most effective operative attack on the occluded vessel. 
Angiograms indicate the length of the needed graft, 
the location of the important collaterals that must be 
protected during surgery, and the quality of the vessel 
above and below the occlusion. When an angiogram 
shows a long area of block in a thigh, there is no need 
to make an incision the length of the blocked artery; 
in fact, such an incision would be harmful, since it 
would cut through the established collaterals and 
diminish the existing supply of blood to the limb. A 
bypass graft is clearly indicated in long occluded 
areas. An angiogram sometimes indicates adequate 
flow in the collaterals but also indicates a large amount 
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of diffuse disease in the femoral artery distal to the 
occlusion that has diminished the lumen to such an 
extent that to be successful a graft would have to 
encompass this area also. If there is diffuse disease in 
the popliteal artery, involving the bifurcation of the 
popliteal, the chances of a successful graft are greatly 
diminished. 


Analysis of Results 


At time of writing, the results in 90 of the 120 grafts 
have been completely successful, i.e., each patient has 
full pulses below the graft and has no complaints refer- 
able to intermittent claudication or to the results of the 
operation itself. However, in the 30 remaining cases, 
occlusion in the graft or some other form of complica- 
tion has occurred or the patient has died. However, 
among the patients whose grafts were failures, in none 
was amputation of the leg required; several experi- 
enced symptomatic improvement. To determine factors 
that might decrease the number of complications in 
future grafting procedures, we have reviewed the 
pertinent findings in these 30 cases. 

Fatalities—Twelve patients died. Six of the deaths 
resulted from associated causes, and six resulted di- 
rectly from the grafting procedures. 


From AssociaTep Causes: A diabetic man, who had come 
to the clinic because of some form of high occlusion, suddenly 
developed a spontaneous thrombosis of the entire arterial tree 
from just below the level of the renal arteries to both popliteal 
spaces. An attempt was made to graft a substitute for the 
entire tree. The graft was initially successful, but, because the 
outflow vessels were inadequate, the grafted section promptly 
became thrombosed. The patient died of overwhelming toxemia 
on the third postoperative day. 

The second patient, who had had an abdominal aneurysm, 
died on the fifth postoperative day from a coronary occlusion. 

The third patient had had an abdominal aneurysm that had 
begun to bleed approximately seven days before his admission. 
He had also had oliguria at that time. When admitted, he was 
in extremely poor physical condition. The aneurysm was suc- 
cessfully removed and a graft substituted; however, the patient 
died on the first postoperative day. Autopsy findings revealed 
massive necrosis of the kidneys that apparently had resulted 
from interference with the supply of blood to the kidneys at 
the time of the original rupture. 

The fourth patient, a young man in whom a short femoral 
arterial graft had been done, died several hours postoperatively 
from unexplained massive pulmonary edema. 

The fifth and sixth patients died of transfusion reactions. 


We believe that little concerning the grafting pro- 
cedure can be learned from the six cases described 
above. 


DirectLy FROM Grart Procepures: The first of the patients 
who died as a result of the graft was a 56-year-old man in 
whom preoperative angiography had revealed an occiusion of 
the aorta from just below the renal arteries to both common iliac 
arteries. One renal artery was essentially closed by a large 
plaque at the point where the artery branches off from the 
aorta, but the other renal artery appeared to be sutticiently 
open. The graft was successfully performed; however, the 
patient died in uremia on the seventh postoperative day. Au- 
topsy findings showed complete occlusion of both Teal arteries, 
in one at the ostium and in the other at some distance from the 
aorta. In retrospect, we believe that th of 
the one renal artery or inclusion of the renal artery in the graft 
might have saved this patient’s life. 

The second patient, an extremely debilitated man who had 
marked arteriosclerotic involvement of all vessels, underwent 
grafting from just below the renal arteries to both common 
iliac arteries. The incision became grossly infected, and he 
died of a rupture of the aortic portion of the graft on the 15th 
postoperative day. 
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The third patient had a horseshoe kidney, the central portion 
of which consisted of actively functioning renal tissue and in 
cross section was of the same size as a normal kidney. There 
was occlusion at the aortic bifurcation, lying immediately uader 
the horseshoe. There was considerable discussion as to whether 
the midsection of the horseshoe kidney should be removed; 
it was finally decided that it should be left in place if it were 
possible to graft under it. The graft was accomplished, and 
the patient did very well until the 12th postoperative day, 
when the graft suddenly ruptured. The patient died during 
surgery for repair of the rupture. The defect in the graft was, 
however, visualized. It was not at the suture line, and it was 
not at a point where a normal tributary from the host graft had 
been tied off. The hole, measuring approximately 3/16 in. in 
diameter, was in one common iliac artery, approximately 1.25 
in, distal to the horseshoe kidney. Although it cannot be proved, 
it is our impression that the rupture resulted from the following 
sequence: the overlying horseshoe kidney caused a partial nar- 
rowing of the graft, which resulted in the development of either 
a turbulence or a jet strain on the graft at the point where, after 
12 days, the graft finally ruptured. 

The causes of death in the remaining three patients were 
identical, although one died on the 15th postoperative day, the 
second on the 16th, and the third, four months postoperatively. 
All developed aortoenteric fistulas; in two they were between the 
aorta and the duodenum. On findings in a partial autopsy per- 
formed elsewhere, the rupture in the third patient was believed 
to have occurred into the jejunum rather than into the duo- 
denum. All three patients had had arteriosclerotic aortic 
aneurysms that were so large that the upper flare of the 
aneurysm occurred proximal to the renal arteries. The point of 
transection of the aorta distal to the renal artery, therefore, 
resulted in a cross sectional lumen that was far larger than the 
diameter of the graft. In each case, a vertical V, or dart, sec- 
tion had been removed from the host aorta so that it could 
be coned down to a size that would permit anastomosis of 
the graft. In each, the host vessel was of extremely poor qual- 
ity and adherence had developed to the adjacent small in- 
testine. The aorta later ruptured into the small intestine and 
an aortoenteric fistula was formed. In these three cases, it is 
apparent that the anastomotic lines should have been rein- 
forced. Cooley has suggested the use of an omental pedicle flap 
brought around and wrapped about the anastomotic line. An 
inert substance such as nylon also might provide adequate rein- 
forcement, or one renal artery can be incorporated in the graft. 


Occlusion of Grafts.—In 17 of the 30 cases in which 
there was some complication, the grafts were failures. 
As mentioned previously, in 13 of these 17 cases the 
grafts failed because of inadequate outflow from the 
graft. Although failure was anticipated in each of these 
13 instances, the grafts were done in attempts to save 
a limb. The reasons for failure of the other four grafts 
(in three patients) varied. 

In a diabetic man in whom a femoral graft was done, the 
grafted artery remained open for four months postoperatively 
and then, without injury, it suddenly closed. Simultaneously, an 
identical occlusion developed in the other leg. The point of 
occlusion on the side of the graft was approximately 2 in. above 
the upper end of the graft. It is possible that this second occlu- 
sion on the side of the graft represents typical progression of 
arteriosclerosis obliterans in a person having diabetes, which is, 
of course, at a faster rate than in a person free of diabetes. 

In a diabetic woman, although the graft needed would be a 
long section, it seemed reasonable to attempt to accomplish it. 
The outflow was satisfactory; yet, the graft inexplicably became 
occluded during the first postoperative day. A second attempt 
using a bypass graft was equally unsuccessful. 

In a 36-year-old man, two grafts had been done, one in each 
leg. Preoperative angiograms taken one month apart showed 
extensive progression of the condition during this period. At the 
time of surgery, the clotting time was 75 seconds. The grafts 
appeared to be technically satisfactory, but both became oc- 
cluded immediately after surgery. Multiple studies of the blood 
and clotting mechanism have revealed no explanation for the 
increased clotting tendency. 


Other Complications.—One patient, in whom the 
graft was initially successful, developed an aneurysm 
of a femoral arterial graft, eight months postopera- 
tively. The graft was replaced by a second graft that 
is now completely satisfactory. Histopathological 
examination of the removed graft revealed a moderate 
degree of arteriosclerosis within the graft. | 


Comment 


From our experience, we have concluded that the — 
patient who is ideally suited for an arterial graft can 
be described as being between the ages of 35 and 60 
years, in good general health, and free of diabetes. 
(Diabetes is not an absolute contraindication.) He 
complains only of intermittent claudication of the calf, 
thigh, hip, or buttock. The temperature of the feet and 
legs is normal or slightly reduced, nutrition is good, 
and pulses are absent in the areas corresponding to 
the location of the claudication. Pallor of the legs is 
mild or absent on elevation, and rubor is slight on 
dependency. The venous filling time is normal or 
slightly delayed. Angiograms show a segmental occlu- 
sion in the aorta, in one or both iliac arteries, or in one © 
or both femoral arteries. The occluded segment is 
short, but length is not so important as the presence 
of patent distal vessels that are relatively free of dis- 
ease. The distal vessels must be capable of carrying 
off the increased blood flow imposed on them by the 
graft. In patients with abdominal aneurysms, regard- 
less of the age of the patient, excision and grafting 
should always be considered, unless the general condi- 
tion contraindicates surgery. 


Summary 

Of our first 120 arterial grafts, 90 have been com- 
pletely successful and 30 have resulted in some com- 
plications. In 13 of these 30, the preoperative angio- 
grams showed an inadequate outflow—a finding that 
has proved in our experience to contraindicate elective 
grafting. If, in subsequent cases, grafting is not per- 
formed when angiograms show an inadequate outflow, 
the number of complications should be greatly re- 
duced. However, we believe that a graft should be 
attempted in any patient who has early gangrene or 
severe pregangrenous changes and in whom a seg- 
mental block is shown on angiography, because in one 
of every five such patients a limb can be saved and 
in the remaining four the condition is no worse than 
it was before the graft. 

In this series, angiography was the only satisfactory 
diagnostic measure in evaluating operability. We 
found that when the preoperative angiographic find- 
ings were favorable, there was a 96% chance that the 
graft initially would be successful. All aortic and iliac 
grafts were initially successful. Furthermore, if the 
occlusion is aortic, there is approximately a 95% chance 
that the graft will remain satisfactory; and if the 
occlusion is femoral, there is an 90% chance that it will 
remain satisfactory. When angiography shows that 
outflow is not satisfactory, the chances of a successful 
graft are reduced to 24%. Among the patients whose 
grafts were failures, none required amputation of a 
limb, and several experienced definite symptomatic 


improvements. 
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THE TEAM APPROACH TO HEARING AND SPEECH DISORDERS 
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Until 15 to 20 years ago, the otologist working in his 
office or at a clinic was faced with little help or under- 
standing in diagnosing or treating communicatively 
handicapped people. Depending on his special interest, 
time, and background in the field of hearing and 
speech, he worked pretty much alone with children, 
attempting to determine whether the failure to devel- 
op speech was due to a hearing loss or whether other 
causes were responsible. World War II experience in 
establishing hearing centers for the acoustically handi- 
capped demonstrated the way a group effort in this 
field of endeavor achieved a far more efficient record 
in habilitation of the deafened. Being aware of the 
advantages of a group approach, the ear, nose, and 
throat department, Michael Reese Hospital, some three 
years ago began to establish a hearing and speech 
clinic. 

We felt that Michael Reese Hospital was particularly 
needful of such a service because, first of all, the exist- 
ing clinics had large waiting lists; second, Michael 
Reese Hospital’s special activities in the area of chil- 
dren with brain injuries, as well as those emotionally 
disturbed, could benefit from the approach a hearing 
and speech clinic would add to their habilitation; and, 
third, the existing specialists of a general hospital 
could better serve the problems of persons with hear- 
ing and speech handicaps when welded into a group 
effort. To this end, for the first year of operation, the 
initia] step was to establish an otology clinic separate 
from the regular ear, nose, and throat clinic so that all 
persons with hearing problems, particularly, could re- 
ceive a specialized and complete otological examina- 


»* tion and complete medical or surgical treatment where 


indicated. Attention to improving the function of the 
ear became the prime concern of this clinic. 

In addition to the otologist, who is the medical 
supervisor of the team, there is also a clinical audi- 
ologist and speech pathologist; a medical social worker; 
a child psychiatrist; a clinical psychologist; and a pedi- 
atric neurologist. These members comprise the team of 
the hearing and speech clinic of Michael Reese Hospi- 
tal and, by their concerted efforts, attempt to realize 
the communication disability as it affects the total 
organism as viewed from the various disciplines and 
frames of reference. This “global approach” recognizes 
the need for a thorough understanding of the handicap 
as it affects the organism before proper treatment 
and recommendations can be made, The team mem- 
bers are aided by the otological nurse and the clinic 
secretary, who perform important adjunctive services. 


Otologist (Dr. Henner), Associate Otologist (Dr. 
(Mr. Campanelli), Child Psychiatrist (Dr. Phillips), and Medical 
Worker (Miss Judiesch), Hearing and Speech Service, Michael he 
Hospital. 


* Impairment of communication is far-reaching in 
its effects on a patient, and it is also multifarious as 
to possible causes. Early diagnosis is essential, 
especially in children. The procedure for helping 
such patients must therefore include an initial pedi- 
atric or medical examination, otological survey, au- 
diological and speech examinations, social service 
study, and occasional special psychometric, psy- 
chiatric, neurological, orthopedic, and ophthalmo- 
logic examinations. 

The ofologist, clinical audiologist, and speech 
pathologist cooperate in deciding what can be done 
with medicine, surgery, hearing aids, and special 
training and how these things can be timed with 
respect to the patient’s education. The medical so- 
cial worker secures information essential to diag- 
nosis and treatment and maintains contact with 
helpful social agencies. The clinical psychiatrist is 
needed not only in solving diagnostic problems but 
also at times in overcoming resistance to rehabilita- 
tion. Speech problems are so diverse that a resort 
to many disciplines is necessary and teamwork is 
essential for optimum results. 


As the clinic is located in 2 hospital setup, it is im- 
portant to realize that other medical specialties are 
available to the group as an aid to solving the problem 
at hand. This paper will discuss only four members of 
the group. It is felt that an adequate over-all view of 
the mechanics and services of the group can best be 
demonstrated in this manner. Our procedural plan of 
operation, after pediatric or medical examination, is 
as follows: otological survey, audiological and speech 
examinations, social service study, and special exami- 
nations, such as psychometric, psychiatric, neurological 
(electroencephalogram ), orthopedic, and ophthalmo- 
logic, when necessary. 

An invaluable and important aspect of our approach 
is the use of bimonthly staff conferences, wherein all 
members discuss the patients seen. In most instances, 
all members of the team will have examined the 
patient prior to the discussion of the case at the staff 
meeting. It must be pointed out here that not every 
patient is seen by each member of the team. The 
majority of patients are seen only by the otulogist and 
clinical audiologist and speech pathologist. If, in their 
opinion, further explorations are indicated, then the 
social worker is asked to take a complete social history 
to obtain some picture of the home and family con- 
stellation and such factors as school adjustment. Very 
often, the medical social worker is able to afford sup- 
portive therapy in helping the patient's family, or the 
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patients to better acceptance of the problem. Or, it 
may be that the other members of the team are then 
utilized. 

It is at the staff meeting that the individual im- 
pressions are sifted and discussed by the group. The 
primary point of interest is whether medical or surgical 
otological treatment is needed. This takes precedence 
over other considerations. A tentative impression is 
arrived at so that a working arrangement can be em- 
ployed. Such things as proper school placement; use of 
portable amplification; speechreading; language train- 
ing; psychological adjunctive therapy for parents or 
family; prognosis—all these and many more are dis- 
cussed, We have found these regular meetings to be 
of great value, both to the patients and to the members 
of the staff, as they allow each member to recognize 
the diverse factors operating in one patient. For the 
patient, a comprehensive approach aids in clearly de- 
fining the problem at hand and in planning future ar- 
rangements. 

Otologist 


Usually the first member of the group to examine 
the patient is the otologist. Basically, the function of 
the otologist is to determine the presence or absence 
of aural pathology. If a pathology is present, and is 
medically remediable, it is usually resolved before re- 
ferring the patient to the other members of the group. 
In this manner, medical clearance is given for any 
therapeutic procedures that may be necessary. This 
allows the second member of the group, the clinical 
audiologist and speech pathologist, to fit a hearing aid 
if indicated or to carry out speech therapy. 


Clinical Audiologist and Speech Pathologist 


When the otological examination has been com- 
pleted, the patient is seen by the clinical audiologist 
and speech pathologist. The four basic functions of the 
trained clinician, as a part of the group approach, are 
as follows: (1) examination of the patient to deter- 
mine the past and present condition; (2) on the basis 
of the evaluation, the establishment of an impression 
that outlines the type of treatment required; (3) the 
orientation of the patients and their families and allied 
professional fields to the advances made in the treat- 
ment of speech and hearing disorders; and (4) re- 
search into the problems of the communicatively 


handicapped. 


In our hearing and speech clinic, these functions are — 


carried out in the manner described below. With 
adults, and children above 5 years of age, if the chief 
complaint is poor hearing, two types of examination 
sessions are available. The first is the hearing evalua- 
tion, which is the administration of psychophysical 
tests in order to delimit the degree, type, and con- 
figuration of the hearing loss; the loss for speech; and 
the ability of the person to discriminate between 
speech sounds. If necessary, special tests, such as dif- 
ference limen tests for an indirect measure of recruit- 
ment, auditory fatigue tests to measure adaptation, 
and tests for functional overlay, can be made. On the 
basis of the preceding tests, when the otologist has 
determined that the loss is not medically treatable, the 
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clinician is given a basis for advising the patient con- 
cerning his hearing difficulty. In many instances, the 
use of amplification is indicated. If the patient desires 
it, we may proceed to the hearing aid evaluation, 
wherein modern hearing aids are tested in order to 
recommend a suitable instrument for the patient. This 
evaluation is habilitative rather than diagnostic in 
nature. Sometimes, in adults particularly, because of 
varied audiological problems, use of a hearing aid is 
not advised. Instead, we explain to the patient, and 
the accompanying members of the family, the peculiar, 
individual hearing problem present and recommend 
a formal course in speechreading, if indicated. How- 
ever, if a hearing aid is recommended, considerable 
time is spent at the end of the evaluation session in 
orienting the patient toward the use and care of the 
particular aid that he will purchase. If the patient 
states he is unable to purchase a hearing aid. the social 
worker may explore various resources that are avail- 
able for financial help. Before the patient leaves, he is 
given an appointment to return for a hearing aid re- 
check with the purchased aid. We have found this 
recheck session to be of great value, especially where 
a person is wearing a hearing aid for the first time. 

So far, we have described the diagnostic and reme- 
dial work concerning a person who is rather sophisti- 
cated. By this, we mean that he has a mental age of at 
least 5 years, he has developed speech and language 
processes, and he is able to voluntarily respond to the 
presented stimuli, but what of the patient who is not 
in this category; in brief, the child of preschool age 
whose parents indicate a communication disorder; 
i. e., lack of response to sound, late or poor speech 
development, a speech defect, or speech disorder. 

A distinction is made between speech defect and 
speech disorder, as a speech disorder is one that is 
due to, or the result of, an organic condition. A speech 
defect, on the other hand, is one that has no apparent — 
organic basis. In many instances, the speech pa- 
thologist, working in close harmony with the team 
psychiatrist, is able to probe more deeply into a sus- 
pected nonorganic cause of a speech problem. The 
social worker often provides invaluable assistance in 
investigating and analyzing the home and family con- 
stellation, patient and family attitudes, school prob- 
lems, and community facilities for habilitation. 

Probably the most common complaint heard in any 
speech and hearing clinic is that a child has no re- 
sponse to sound and poor speech development. On the 
basis of the chief complaint, the clinician proceeds to 
investigate the problem from a particular frame of 
reference. Fundamentally, the frame of reference 
followed is twofold. First, the organism behaves or 
reacts in a manner peculiar to the type of impairment 
present. Secondly, both verbal and nonverbal expres- 
sion depend on the integrity of the receptive proc- 
esses, both peripheral and central. It is unrealistic 
to assume that congenital deafness, for example, will 
affect only the sense of hearing and a resultant lack of 
speech. Realistically, deafness is a more pervasive and 
insidious impairment and makes its presence felt in 
other areas of development. The response of the child 
with a brain injury and/or one who is aphasic and the 
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responses of an emotionally disturbed child will be, 
and are, qualitatively and quantitatively different from 
those of the child with true hearing impairment or one 
with very low mentality. 

When an impression has been established, we are 
then concerned with the proper educational placement 
of the exceptional child. Nursery school, residential 
school, and special class facilities can be recommended, 
depending on the specific problem at hand. Many 
times, the psychiatrist can suggest to the other mem- 
bers of the group ways in which a particular place- 
ment would be more advantageous for a child with 
regard to his emotional and psychological make-up. 
Needless to say, proper placement is of paramount im- 
portance in securing the maximum potential from the 
handicapped child. 

Thus far, we have discussed examination, diagnosis, 
and treatment of the communicatively handicapped 
individuai. Orientation by the clinician of the patient 
and his family and persons in allied professional fields 
may take many forms. It may consist of helping the 
adult to realize why his ability to discriminate between 
speech sounds is not appreciably improved by wearing 
a hearing aid, or it may consist of suggesting a program 
of management for the aphasic child at home. Often, 
it becomes necessary to restrain overzealous parents 
from subjecting their young child to speech therapy 
when the child has not reached the appropriate level 
of physical maturation. Finally, it remains for the 
clinician to investigate the various auditory-verbal dis- 
orders that can impede interpersonal communication. 
At the present time, we are conducting an extensive 
project concerned with the analysis of hearing and 

speech problems in prematurely born children. Like- 
- wise, we are constantly seeking ways to refine and im- 
prove our methods on testing hearing in young 
children, especiaily those with multip.e handicaps. One 
of the most rewarding experiences of the clinical 
audiologist is finding a child who for practical pur- 
poses is deaf and can be converted to the more educa- 
ble hard-of-hearing group by the use of a hearing aid, 
and often in the environment of a regular classroom. 


Medical Social Worker 


The specific concern of the social worker in the 
hearing and speech clinic is with helping the handi- 
capped individual integrate himself in his environment 
so that maximum adjustment can be achieved. This 
includes help in using those physical facilities that 
will be of greatest aid to a patient and in resolving 
any social or emotional problems that may be contrib- 
uting to his disability or preventing acceptance by 
him or his family of the diagnosis and recommenda- 
tions of the hearing and speech clinic team. 

The importance of attitudes toward illness in the 
response to medical care is well known today. These 
attitudes are a composite of many things—previous ex- 
perience with medical care, attitudes of family and 
associates, and a patient’s ideas as to what an illness 
or handicap will mean to him in terms of such things 
as his vocation, finances, and status. One example of 
the operation of these factors occurred in a young 
woman who had a sudden, moderate hearing loss with 
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severe tinnitus, due to prolonged exposure to high 
levels of noise in an industrial setting. She was ex- 
tremely tense and easily upset and revealed that with 
the impairment of one of her five senses she felt she 
must be “off balance.” This, combined with the noises 
in her head, made her fear that she was really “losing 
her mind.” In addition, she had recently learned that 
a young man, who she and her co-workers thought 
“acted crazy,” had a hearing loss. Although this patient 
wanted a hearing aid, her feelings created difficulties 
for herself and those trying to help her. She was fre- 
quently on the verge of tears and ready to take offense 
at the slightest hint of brusqueness or just necessary 
efficiency on the part of busy doctors. The sharing of 
her reaction to her handicap with other team members, 
combined with a relationship that offered understand- 
ing of her feelings and support through the hearing 
and speech clinic studies, was essential in helping this 
patient keep appointments and follow through with 
the necessary steps of the habilitation program. This 
team approach enabled her to make a good adjust- 
ment to the hearing aid we recommended and helped 
her obtain through the Division of Vocational Reha- 
bilitation of the State of Illinois. She is now working 
in a quieter environment. The tinnitus stili makes her 
nervous, but she feels she can live with this, and with 
her hearing loss. 

The primary focus of the social worker is the under- 
standing of human behavior, and she is responsible for 
helping other team members understand the meaning 
of the handicap to a patient, his reactions to certain 
procedures, and the “reasonable” basis for unreason- 
able behavior; i. e., why a patient is aggressive, pro- 
vocative, or easily offended. To these ends, the social 
worker obtains and shares information regarding such 
factors as who is in a patient's family, where he fits 
into the group, how the family members get along, and 
something about his socioeconomic status and vocation. 
Where no organic basis is found for delayed or other 
speech defects or for apparent hearing loss, the evi- 
dence for a functional communication disorder may 
be tound in a history of events and interrelationships 
within a family, and the social worker then obtains a 
detailed social history to aid in differential diagnosis. 
If the problems of a patient or parent are concerned 
with a total family situation or day-by-day manage- 
ment for a handicapped child, the social worker in the 
hearing and speech clinic may offer help with these or 
may refer the patient to a family agency. In the con- 
tinuing work with such patients, the “tool” of the social 
worker is her relationship with the patient, and, since 
this is built up gradually, casework help includes dis- 
cussion of many things other than the specific goal of 
habilitating a patient; but this is always the goal in 
mind, 

The social worker can also be helptul in securing 
information regarding what knowledge a patient and 
his family have of his problem, their reactions to this 
knowledge, and their expectations of the hearing and 
speech clinic. Many patients or parents realize that 
habilitation of a person with a hearing and speech im- 
pairment, especially a child, is often a long-term proc- 
ess and can tolerate this quite well; others idealize an’ 
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achievement of perfection in themselves or in their 
child that will not be possible. Many patients of this 
type can face their problems more realistically after 
they have expressed their feelings to an objective per- 
son who shows understanding of their hopes and fears. 
One such couple, whose 2-year-old daughter had a 
severe congenital nerve type of hearing loss, expected 
to have their child fitted immediately with a hearing 
aid and looked forward to having her enter a regular 
class in school and keep up educationally with non- 
handicapped children. They expressed their dis- 
appointment and concern at the delay in their expec- 
tations that our recommendations implied. They then 
were able to listen to our explanation of the reasons 
for our recommendations, including the need for lan- 
guage development andthe value of appropriate tim- 
ing in fitting a hearing aid on their child, who was 
then reacting with fears and nightmares to some psy- 
chological trauma in her environment. The help given 
them in understanding their feelings enabled this 
couple to consider with more objective intelligence the 
pros and cons of an immediate fitting of a hearing aid 
and to resolve their initial adverse reaction. They have 
since expressed gratitude for the care given their child, 
who is now attending a class for children with hearing 
handicaps in a regular public school, where she is 
using her own portable hearing aid. We are continuing 
to work closely with the child’s teacher in evaluating 
the child’s progress at periodic intervals. 

The social worker also assists the patient in obtain- 
_ ing help in financing a hearing aid or speech therapy, 
with vocational placement, and with temporary main- 
tenance, using the appropriate community resource. 
She maintains contact and sends reports to other social 
agencies concerned with hearing and speech clinic 
patients. She may also determine why a patient fails to 
keep appointments, clarify any misunderstanding re- 
lated to clinic care, give support to a patient discour- 
aged because of the length of the process and the 
absence of observable improvement, or help a mother 
figure out how to manage her work so that appoint- 


ments can be kept. As one gains experience with the 


communicatively handicapped, one becomes appreci- 
ative of the special and most difficult adjustments nec- 
—e7 for sick persons to have adequate social relation- 
ships. 
Clinical Psychiatrist 

The psychiatrist in the hearing and speech clinic is 
primarily a consultant to the group and not a diagnos- 
tician of psychopathology and, certainly, not a thera- 
pist for the patient, although both these roles are 
constantly being used. The psychiatrists’ aim, as that 
of the rest of the group, is to accurately understand 
the patients’ hearing and speech problem, to resolve it 
if possible; or, if this is not possible, to help the patient 
live successfully with whatever handicap remains after 
all therapeutic measures have been used. Sometimes, 
especially in small children or an emotionally disturbed 
adult, the establishment of a diagnosis of hearing loss 
may be difficult to make by routine testing. The pa- 
tients’ behavior and play has to be utilized more than 
usual and must be scrutinized for clues as to the pa- 


tient’s ability to hear. The same holds true for the 
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problem of delayed speech. As is the rule, except in 
the cases of the most obvious physical pathology, the 
diagnosis rests much on the evaluation of historical 
material and the group’s understanding of the emo- 
tional atmosphere in which the child is learning, or 


failing to learn, to speak. The child’s ability to relate, 


to get along with an adult in a play session, and the 
way he plays and what he plays with, is often most 
revealing. These things tell what the child could not 
convey otherwise due to his inability to speak, or to 
hear the question, or because the motives for his be- 
havior are not understood by the child. A child pre- 
sented with a doctor kit and a doll by an adult who is 
interested, and who does not have an instrument up 
his sleeve, may well play out what he fears will happen 
to him in the clinic and show why he will not co- 
operate. We, in turn, can take behavioral measures to 
reassure him about his specific fears and not just act 
friendly in a general way, which may not be encugh. 
The child playing with a doll house and a family of 
dolls may give us a clue as to how he feels about him- 
self in his specific family setting and how he believes 
his handicap to have come about. This may not only 
help us to make a diagnosis but may help the patient 
cooperate in a program of rehabilitation. 

There is a second area in which the psychiatrist may 
be of help to the group and thereby to the patient. 
Many people find it hard to merely take medical 
advice and use it as it was meant, Every otolaryngolo- 
gist has had experience with the patient who either 
could not accept the diagnosis of a hearing loss or 
could not bring himself to remedy it. On the surface it 
seems incongruous that a patient should not cooperate 
in what so patently seems best for him; but, if one 
understands the patient as a whole person, with his 
particular background and current life situation, it 
may be found what is good for his hearing may not 
seem good for the whole patient. We do not mean just 
compensation neuroses. A child, for instance, who, 
rightly or wrongly feels himself neglected, may treas- 
ure a defect that brings him attention even though the 
attention may consist of being yelled at, or it may be 
easier to accept oneself as naughty rather than dam- 
aged. The psychiatrist in the hearing and speech clinic, 
for reasons of the scope of the clinic and time limita- 
tions, does not undertake to remedy directly the 
emotional factors that may impede best use of the 
clinic. Rather, she contributes to the total picture those 
facts of understanding that will guide the group in so 
presenting the diagnosis or so planning the patient's 
future remedial program as to make it acceptable to 
the patient and to his family as well. 


Conclusions 


It is quite apparent that when a child or an adult 
has a speech and/or hearing impairment many disci- 
plines and approaches are necessary in order to resolve 
the problem. With the team approach it is possible to 
pursue the resolution of the difficulty from a multi- 
phasic point of view rather than from a single ap- 
proach. In this manner, we focus at the common goal 
of our endeavors—the habilitation of the child or adult 
who has an impairment in communication. 


55 E. Washington St. (2) (Dr. Henner). 
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FIFTY-ONE CASES OF LUNG CANCER WITH FIVE-YEAR SURVIVAL 
Richard H. Overholt, M.D. 


and 
James A. Bougas, M.D., Boston 


Many patients with primary lung cancer have been 
cured surgically. Five-year and 10-year survivors are 
being added constantly to the community of useful 
and grateful citizens. What are the factors that have 
saved the lives of these fortunate individuals? In a 
search for common denominators, we have studied 
the extent, character, and management of lung cancer 
in 51 cases with five-year survival. All of these patients 
were treated prior to October, 1950. The earliest had 
a pneumonectomy of the left lung in April, 1936. for 
an epidermoid carcinoma with mediastinal lymph 
node metastases; he lived more than 12 years before 
he died of a cardiac condition at 58 years of age. 


95 RESECTED-LOCALIZED 
139 RESECTED-EXTENDED 


435 NO RESECTION 


CASES 
% 


Survival rates in cases of histologically verified lung cancer: (1) resected 
while localized to hing; (2) resected after extension to mediastinal lymph 
nodes or adjacent viscera; and (3) not resectable because of tumor exten- 
sion. 


As a background for orientation, we reviewed an 
experience with a total of 845 patients seen between 
June, 1932, and October, 1950. Of these, 670 patients 
had histologically verified lung cancer. Two hundred 
thirty-four (35%) were treated by surgical resection. 
Although 84 (35%) of 234 resections were in patients 
who had gross extension of their cancer, only 3 (4%) 
patients survived more than five years. Fifty-five 
(24%) had mediastinal lymph node metastases, and 14 
(25%) of these lived five years or more. Ninety-five 
(41%) patients had cancers localized to the lung, and 
34 (36%) survived five years (see figure). Resection 
mortality was 15% . Fifty-one have survived five years 
or more; all of these had resections. Six hundred nine- 
teen lived less than five years; only 183 of these had 


From the Department of Surgery, New England Deaconess Hospital, 
and the Overholt Thoracic Clinic. 

Read before the Ninth Clinical Meeting of the American Medical Asso- 
ciation, Boston, Dec. 2, 1955. 


* The prognostic factor that determines survival was 
sought in 51 patients who were living five years 
after operations for resection of histologically veri- 
fied lung cancer. Age at time of treatment was not a 
significant factor, and the ratio of men to women 
in the five-year survivor group did not differ signifi- 
cantly from the ratio in the nonsurvivors. 

In 7 instances the tumor was discovered on survey 
x-rays; in the remaining 44, symptoms gave the 
alarm. In all 51, shadows of the cancers could be 
seen on the chest x-rays. The average delay from 
initial manifestation to diagnosis was 6.8 months in 
the survivor group and 10.3 months for all non- 
survivors. There was no obvious difference between 
the two groups as to the types of tumor removed; 
the percentages of adenocarcinomas were equal, 
and nine of the survivors had undifferentiated or 
mixed tumors believed to be highly malignant. 

In each of the 51 cases of five-year survival, the 
diagnosis was originally made by x-ray and con- 
firmed at thoracotomy. In each, the cure was ef- 
fected by surgical excision of the cancer-bearing 
lung tissue. 


resections. Forty-three adenomas, benign and malig- 
nant, seen during the same period, have been excluded 
from consideration. 

The cases are consecutive, and follow-up is com- 
plete, with the exception of one patient who was lost 
to follow-up and presumed dead of cancer. Operative 
mortality includes all hospital deaths following in- 
duction of anesthesia for thoracotomy and all deaths 
occurring from any cause within 30 days of surgery. 


Age and Sex 


Age and sex seem to have little bearing on curability. 
Ages at time of treatment varied from 24 to 70 years 
among the five-year survivors and from 27 to 73 years 
among the patients who failed to live five years. The 
five-year survivors were slightly younger but had an 
age distribution similar to that of the less than five- 
year survivors (table 1). There were six times as 
many men (86%) as women (14%) among the five-year 
survivors. The ratio was similar in the other group 
(87% men and 13% women). 


Symptoms and Signs 


Symptoms gave the alarm in 44 of the 51 five-year 
survivors. In seven cases (14%), the cancer alarm came 
from the discovery of an abnormal shadow on survey 
x-rays. Cough, hemoptysis, chest pain, and symptoms 
suggesting persistent or recurring respiratory infec- 
tion were the most common initial manifestations. 
Prior to diagnosis and resection, these manifestations 
presented in all but 5 of the 51 patients (table 2). 
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Thirteen patients developed weight loss, anorexia, 
malaise, or fatigue before a diagnosis of cancer was 
made. Of the seven patients with survey-discovered 
cancer, four delayed therapy until symptoms appeared. 
Only 17 of the 51 patients presented signs in the 
chest. The objective findings included wheeze, 
diminished breath sounds or bronchial breathing, and 
dulness to percussion. 


TABLE 1|,.—Distribution of Cases, by Age 


Five-Year Survivors All Others 

Age (51 Cases), (619 Cases), % 
Under 40 6 
40-49 26 2 
39 . 41 

70 and over 2 5 

Di 


In all 51 cases, shadows of the cancers could be 
seen on the chest x-rays. They appeared as rounded 
masses, irregular densities, pneumonic infiltrations, 
segmental or lobar solidification, and cavitation. Pre- 
exploration verification of the diagnosis was not pos- 
sible in 30 of the 51 cases. Exploratory thoracotomy 
was required to prove the existence of cancer in 
these. At bronchoscopy, a tumor was seen in 18 of 
46 cases and biopsy was performed in 13. Vascularity 
or inaccessibility of the visualized lesion contra- 
indicated biopsy in five. Sputum and bronchial cy- 
tology examination revealed cancer cells in 13 of 
24 patients studied. Cytology studies showed atypical 
results in seven and negative in four. 


Delay 


Of seven cases found by survey chest x-ray, in only 
four were diagnosis and treatment given within three 
months. One was treated 5 months later, one at 15 
months, and one at 27 months. The average delay 
from initial manifestation to diagnosis was 6.8 months, 
as compared with 10.3 months for all nonsurvivors 
and 12.2 months for all nonsurvivors of resection. 
Only nine patients came to surgery within two months 
of initial manifestation. Twenty patients delayed 
more than six months. The longest history was 27 
months in an asymptomatic survey-discovered cancer. 


TABLE 2.—Symptoms Initially and at Diagnosis 


Initial, No. Symptoms At Diagnosis, No. 


Extent of Resection 


All of the five-year survivors had been treated by 
pulmonary resection. Not a single cure could be 
found among those treated by x-ray or chemotherapy 
alone or in combination. (Two of the surgically treated 
patients had supplementary x-ray therapy, one pre- 
operatively and the other postoperatively.) Pneu- 
monectomy with mediastinal lymph node removal 
was carried out in all but three. One patient with 
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epidermoid cancer required a block resection of the 
chest wall (3 rib segments) together with the left 
upper lobe. One patient had a lobectomy of the left 
lower lobe for bronchiolar adenocarcinoma. The most 
limited resection was of the apicoposterior segment 
of the left upper lobe. In this case, a circumscribed 
mass was found. All nodes were negative. The com- 
bined segment was removed for total biopsy. Frozen 
section revealed an inflammatory lesion. Subsequent 
examination uncovered a small, localized undifferen- 
tiated carcinoma in the wall of an abcess. 


Pathology 


We were surprised and gratified to find that nine 
patients, once harboring a cancer thought by the 
pathologist to be of a highly malignant nature, sur- 
vived more than five years following resection. Eight 
of the lesions were undifferentiated, and one was 
mixed epidermoid and simplex. Three undifferentiated 
cancers contained small foci of epidermoid and 
simplex patterns; five were large cell types. There 
were six adenocarcinomas; two were well differen- 
tiated, one was poorly differentiated with a simplex 


TaBLe 3.—Histological Diagnosis 


Five-Year Survivors All Others 
(51 Cases), 


Histology ), % (619 Cases), % 
Epidermoid 71 79 
Adenocareinoma . li 
Undifferentiated 16 10 
Mixed epidermoid and simplex .... 2 ee 


TABLE 4.—Resection of Tumors in all cases 
and Five-Year Survivors 


Five-Year Survivors 
A. 


All Cases, - 

Resections No. No. % of All Cases 
Tumor loealized to lung................. 95 34 36 
Tumor in mediastinal lymph node..... 55 iu 25 
Total 234 51 2 


cell pattern, and three were bronchiolar adenocarcino- 
mas. There was no evidence that any of the adeno- 
carcinomas arose from adenomas. There were 36 
epidermoid cancers, 10 of which were described as 
grade three—the most malignant of those classified as 
epidermoid. The histological spectrum of cancers 
from five-year survivors was similar to that of all 
other cancers diagnosed during the same period (table 
3). The slightly higher incidence of undifferentiated 
tumor among the five-year survivors has no statistical 
significance. Tumors of the epidermoid series ranged 
from 1 to 8 cm. in greatest dimension. The largest 
undifferentiated tumor measured 5 cm., and the largest 
adenocarcinoma, 4 cm. 


Site and Extent 


Right lungs were involved in 28 cases and left lungs 
in 23. Upper lobes were the site in 29 cases (15 in the 
right and 14 in the left), and lower (9 on the right and 
6 on the left) and middle (one on the right) lobes in 16. 
Six tumors encroached upon main-stem bronchi (three 
on each side). Determination of neoplasm level in the 
bronchial system was possible in 48 cases. In 26, the 
cancers were peripheral to main lobar bronchi; in 22, 
they were located centrally in main stem or lobar 
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bronchi. Two-thirds (34 cases) of the five-year sur- 
vivors had resections of tumors localized to the lung. 
One-third of the five-year survivors had resections of 
tumors that had extended to mediastinal lymph nodes 
(14 cases) or grossly to chest wall or pulmonary vein 
(3 cases). All the adenocarcinomas and four of eight 
undifferentiated cancers were localized. Three un- 
differentiated cancers had metastases to mediastinal 
lymph nodes, and one had gross chest wall involve- 
ment requiring chest wall excision. Of the epidermoid 
cancers, 24 were localized, 10 had metastases to 
mediastinal lymph nodes, one had gross extension, 
and one had extensions to both pulmonary vein and 
mediastinal lymph nodes. Comparison of resection 
of tumors in all cases and in five-year survivors is 
shown in table 4. 
Comment 


The following factors were universally present in 
all of the successfully treated cases. 1. The disease 
was apprehended on the basis of an abnormal area of 
density in an x-ray film. 2. The true nature of the 
lesion that produced the abnormal shadow was de- 
termined by exploratory thoracotomy. 3. Cure was 
effected by surgical excision of the cancer-bearing 
lung tissue. 


135 Francis St. (15) (Dr. Overholt). 


CLINICAL NOTES 


INCOMPLETE INFARCTION OF ILEUM 
SIMULATING REGIONAL ENTERITIS 


Charles H. Pope, M.D. 


and 
Robert M. O’Neal, M.D., St. Louis 


Segmental inflammatory lesions of the small intes- 
tine are usually of the type described by Warren and 
Sommers * as “chronic cicatrizing enteritis” (regional 
ileitis). Recently a stenosing segmental lesion of the 
small intestine has been reported that was evidently 
the result of mesenteric arterial occlusion.” Another 
example is here reported of a chronic cicatrizing lesion 
of the small intestine secondary to embolic obstruction 
of a branch of the superior mesenteric artery. The 
lesion was sharply segmental in extent and might be 
clinically or pathologically confused with regional 
enteritis. 

Report of a Case 


A 54-year-old man developed signs and symptoms compat- 
ible with arteriosclerotic heart disease in 1951. Exertional 
angina, ankle edema, and orthopnea, which characterized his 
illness, gradually increased in severity despite routine therapy 
for congestive heart failure. During 1952 and 1953 the patient 
had occasional epigastric pain, which was relieved by food or 
antacid therapy. In October, 1953, he experienced a severe 
headache associated with visual disturbances, probably due to 
a cerebral embolus. In March, 1955, partial paralysis of the 
left arm and muscles of the left side of the face developed, 
most likely the result of a second cerebral embolus. 


From the Department of Pathology, Washington University School of 
Medicine. 
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On June 28, 1955, he was admitted to Barnes Hospital; his 
chief complaints were abdominal pain and swelling of four to 
five days’ duration, nausea, vomiting, and increasing dyspnea. 
His tense, distended abdomen was moderately tender when 
percussed or deeply palpated, and slight rebound tenderness 
was demonstrable. Other physical findings indicated the pres- 


Fig. 1.—Gross specimen of ileum and attached mesentery showing the 
thick-walled, partially stenotic segmental lesion of the intestinal wall. 


ence of advanced congestive heart failure with anasarca. There 
were 12,700 white blood cells per cubic millimeter of blood, 
with a normal differential count. The urine contained albumin 
(3+). Repeated testing of the stool failed to demonstrate 

(guaiac negative). An x-ray examination of the abdomen 
revealed nothing to suggest intestinal obstruction. An abdom- 
inal paracentesis was performed and 800 cc. of clear yellow 
fluid removed. The patient was treated for congestive heart 
failure, with satisfactory diuresis and a gradual decrease in 
severity of his abdominal pain. He was discharged July 15, 
1955, much improved. The patient was readmitted Oct. 18, 
1955, with increasing abdominal distention and anasarca. In 
spite of vigorous therapy directed toward relief of the conges- 


Fig. 2.—Low-power photomicrograph of entire thickness of ileal wall in 
involved area. Mucosa is completely missing and submucosa markedly 
thickened by granulation tissue. The polypoid structure protruding into 
lumen is composed of exuberant, highly vascular granulation tissue 
(hematoxylin and eosin; x 10). : 


tive heart failure, the patient’s condition remained unchanged. 
On Nov. 5, 1955, he suddenly developed severe dyspnea and 
died. 
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At autopsy his heart was found to be moderately hypertro- 
phied and his coronary arteries were very sclerotic. The 
myocardium of the left ventricle contained numerous subendo- 
cardial areas of scarring that were approximately 2 cm. in their 
greatest dimension, and over these scars were mura! thrombi 
with organization at their attachments. The lungs were mod- 
erately congested. On opening the abdomen, 3,000 ml. of 
clear fluid was found. The congested liver weighed 1,600 gm. 
The spleen and kidneys contained multiple old and _ recent 
infarcts. The stomach, duodenum, and jejunum were entirely 
normal. A 13-cm. segment of the upper portion of the ileum 
was firm, and the serosa overlying this segment was dull, but 
adhesions to surrounding viscera were absent (fig. 1). When 
this segment was opened, its wall was found to be very thick- 
ened and indurated, with moderate decrease in lumenal diam- 
eter. Mucosa was entirely missing in this sharply demarcated 
length of ileum and had been replaced by a rough surface of 
chronically inflamed hyperemic granulation tissue, in some 
areas covered by a thin, gray membrane of fibrin. The sub- 
mucosa was greatly thickened by highly vascular fibrous tissue, 
and strands of scar extended through the muscularis to the 
moderately thickened serosa (fig. 2). The branch of the su- 
perior mesenteric artery that had supplied this segment of 
ileum was completely occluded by an old organized thrombus 


Fig. 3.—Cross section of branch of superior mesenteric artery formerly 
supplying involved segment of ileum. Luinen is completely occluded by 
organized thrombus. Small amount of darkly stained fibrin remains in 
center (hematoxylin and eosin; x 12). 


for a distance of 5 cm. from its origin (fig. 3). The orifice of 
‘the thrombosed artery, which could not be demonstrated in 
the inner wall of the superior mesenteric artery, had been 
completely endothelialized, not even a depression remaining 
as evidence of the original opening. The mesentery of the 
small intestine and the related lympth nodes were uninvolved. 


Comment 


Mesenteric arterial occlusion is usually followed by 
infarction of the intestine in the segment supplied by 
the occluded vessel. This condition is considered a 
surgical emergency, although spontaneous recovery 
occurs in a very small percentage of patients.” In- 
creasing awareness of mesenteric arterial insufficiency 
without actual infarction of the intestine has been ap- 
parent in the recent literature.“ The extent of damage 
to the intestine is determined by the location of the 
arterial occlusion and the state of the collateral cir- 
culation; the latter may be adequate to prevent dam- 
age if the occlusion is gradual. In the case presented 
herein, complete occlusion of a primary branch of the 
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superior mesenteric artery supplying the upper ileum 
had occurred. The occlusion was almost certainly 
thromboembolic, the embolus having originated from 
one of the mural thrombi in the left ventricle of the 
heart. The degree of organization of the occluding 
thrombus and the clinical history suggest that em- 
bolism had occurred about four months prior to death. 
The fibrotic segmental lesion of the ileum discovered 
at autopsy demonstrates that mesenteric arterial occlu- 
sion may result in the production of a segmental, 
ulcerative cicatrizing lesion of the small intestine. 
The character of this ileal lesion apparently resulted 
from a barely adequate collateral circulation that pre- 
vented death of the involved segment of intestine but 
was insufficient to prevent loss of the mucosa; hence, 
we have termed the lesion an incomplete infarct. 


Summary 


Increasing clinical recognition is being given to 
mesenteric arterial insufficiency that is not severe 
enough to produce gangrene of the intestine. The case 
presented demonstrates one result of such insufficient 
blood supply. Occlusion of a branch of the superior 
mesenteric artery resulted in a segmental cicatrizing 
lesion of the ileum that grossly resembled regional 
enteritis. 

1. Warren, S., and Sommers, S. C.: Cicatrizing Enteritis (Regional 
lleitis) as Pathologic Entity: Analysis of 120 Cases, Am. J. Path. 24: 475- 
501 (May) 1948. 

2. Rosenman, L. D., and Gropper, A. N.: Small Intestine Stenosis 
Caused by Infarction: Unusual Sequel of Mesenteric Artery Embolism, 
Ann. Surg. 141: 254-262 (Feb.) 1955. 

3. McClenahan, J. E., and Fisher, B.: Mesenteric Thrombosis, Surgery 


23: 778-785 (May) 1948. 
4. Footnotes 2 and 3. 


SIGNIFICANCE OF 
IDIOPATHIC VENOUS THROMBOSIS AND 
HIDDEN CANCER 


William G. Anlyan, M.D. 

William W. Shingleton, M.D. 

and 
George D. DeLaughter Jr., M.D., Durham, N. C. 


‘It is our purpose to present evidence to refute the 
current popular belief that the incidence of hidden 
cancer in patients with idiopathic venous thrombosis 
is significant. It has been our experience that any 
clinical relationship between idiopathic venous throm- 
bosis and hidden cancer is very questionable; a critical 
analysis of the pertinent literature confirms this ex- 
perience. Trousseau,’ in 1865, first pointed out the 
relationship between venous thrombosis and tumors 
arising in various intra-abdominal organs. Sproul? - 
reported on the association of carcinoma in the body 
and tail of the pancreas with multiple venous throm- 
bosis; her paper has been used to support isolated 
case reports. An example of an erroneous interpreta- 
tion of Sproul’s study to justify and corroborate a_ 
small group of cases is as follows*: “In 1938, Sproul 
analyzed 4,258 autopsies performed on patients with 
carcinoma, and found that multiple thrombosis was 
present in 31.3 per cent of the cases of carcinoma of 


From the Department of Surgery, Duke University School of Medicine. 
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the body or tail of the pancreas. With lesions of the 
head of the pancreas, the incidence of multiple throm- 
bophlebitis was 9.7 per cent.” 

A reevaluation of Sproul’s paper reveals that these 
were 4,258 consecutive autopsies at the Presbyterian 
Hospital in New York and not exclusively autopsies 
on cancer patients. In the 4,258 cases there were only 
47 instances of carcinoma of the pancreas. Of the 47 
cases, 31 were in the head of the pancreas and 16 in 
the body and tail. Multiple venous thromboses were 
present by autopsy studies in 3 of the 31 cases of 
carcinoma of the head of the pancreas and in 5 of the 
16 cases of the body and tail. From these figures the 
percentages of 9.7 and 31.3 were derived and quoted 
in the excerpt above. Thus, the average physician, 
who is frequently unable to check on references, may 
believe that in a large study group there is a high 
incidence of venous thrombosis. A natural corollary 
of this assumption is that the incidence of hidden 
cancer in patients with idiopathic thrombophlebitis 
is significant. Having encountered this latter differ- 
ence of impression, we felt it worthwhile to present 
our experience in this subject. 


Clinical Data 


We have seen all patients with venous thromboem- 
bolism on the surgical and gynecologic services at 
Duke Hospital during the past six years. Records on 
all cases of malignancy are filed in the tumor clinic 
records of the hospital and are readily available for 
analysis. In the five-year period July, 1950, to June, 
1955, 301 cases of acute or subacute venous throm. 
boembolism occurred. Forty-four of these were in 
patients with cancer. In 39 of the 44 patients throm- 
boembolism developed as a postoperative complica- 
tion after major cancer surgery. Thus, only five cases 
of venous thrombosis were found in patients with can- 
cer who had not undergone operation. Of these, four 
were in patients with bronchogenic carcinoma and one 
in a patient with carcinoma of the stomach. No pa- 
tients with carcinoma of the pancreas had preoperative 
thromboembolic disease. 

The underlying malignant neoplasms were not 
silent in this group. The patient with carcinoma of 
the stomach had symptoms of dyspepsia for several 
months and a large palpable epigastric mass. Two 
patients had obvious clinical evidence of inoperable 
bronchogenic carcinoma, and the venous thrombosis 
was an incidental finding. The other two patients with 
bronchogenic carcinoma were of interest because the 
venous thromboembolism obscured the presence of 
an underlying neoplasm. One patient, a 31-year-old 
man, was admitted with thrombosis of the right ex- 
ternal jugular vein and hemoptysis. Initial chest 
x-ray was thought to be negative, but subsequent 
roentgenograms showed a suspicious area in the 
right hilus. Bronchoscopy revealed an undifferentiat- 
ed squamous cell carcinoma in the right bronchus 
intermedius; the tumor was not resectable at opera- 
tion. The second patient, a 48-year-old man, had a 
bilateral common femoral vein ligation performed 
elsewhere without alleviation of repeated episodes 
simulating pulmonary embolism. Chest x-ray was 
compatible with bilateral pulmonary emboli. After 
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prolonged anticoagulant therapy, the right lung 
cleared completely but the left lung showed further 
progression of consolidation. Squamous cell carci- 
noma in the left main stem bronchus was found by 
bronchoscopic examination. Biopsy of the left supra- 
clavicular fat pad showed metastatic tumor in the 
prescalene lymph nodes. 

Sufficient clinical material was available to note 
any significant association of malignant neoplasms and 
venous thrombosis. During the same five-year period, 
179 patients with carcinoma of the pancreas were 
admitted, 312 patients with carcinoma of the stomach, 
and 301 patients with bronchogenic carcinoma, Dur- 
ing the same five-year period, 23 patients with idio- 
pathic deep thrombophlebitis of the lower extremities 
were seen. Careful diagnostic studies failed to demon- 
strate any hidden tumor. All 23 patients have been 
followed for a period of six months to five years with- 
out developing any evidence of neoplasia. 


Comment 


In unselected consecutive autopsy series, venous 
thromboses can be found if a diligent search is made 
in the veins of the pelvis and the lower extremities. 
Yet, the clinical importance of such thromboses is 
questionable, and clinical manifestations are rare. 
Therefore, clinical significance cannot necessarily be 
attached to the autopsy finding of multiple venous 
thromboses in 3 of 31 cases of carcinoma of the head 
of the pancreas and 5 of 16 cases of carcinoma of the 
tail of the pancreas,’ particularly as findings were 
noted at the end of a chronic debilitating disease and 
not as the initial manifestation of neoplasm of the 
pancreas. No association between venous thromboses 
and obscure cases of carcinoma of the pancreas can 
be suspected if our clinical experience is representa- 
tive. 

Hubay and Holden‘ recently reported eight cases 
of thrombophlebitis associated with neoplasia and 
necrosis; five of the patients had cancer. All five cases 
were of far-advanced incurable disease. Thrombo- 
phlebitis and probable pulmonary embolism obscured 
the diagnosis of cancer in only one case. Thus, in 
each of these cases, thrombophlebitis was not a 
manifestation of early or obscure cancer but was a 
complication of far-advanced disease. Fowler and 
Bollinger,’ in a clinical study of 97 cases of fatal em- 
bolism, recorded nine deaths due to pulmonary em- 
bolism in patients with carcinoma. These were found 
over a 23-year period, during which an average of 
320 patients with carcinoma were seen each year. 

Thrombophlebitis of the lower extremities, in an 
otherwise completely healthy individual, is no justi- 
fication per se to fear underlying cancer. If a patient 
is asymptomatic by history and careful physical ex- 
amination is normal, except for the thrombophlebitis, 
x-ray study of the chest is generally sufficient to sug- 
gest whether further study is indicated. Should the 
x-ray suggest pulmonary embolism, then serial x-rays 
should be made until complete resolution occurs with 
adequate therapy of the underlying thrombophlebitis. 
Gastrointestinal x-rays in the absence cf abdominal 
symptoms and physical findings have generally been 
unproductive. Early carcinoma of the pancreas is 
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usually not detectable by x-ray studies. Repeated 
examinations of the stool for blood are inexpensive 
and useful to detect a bleeding neoplasm in possible 
silent areas, such as the cardia of the stomach and the 
ascending colon. Finally, the incidence of phlebitis 
and pulmonary embolism in patients after cancer 
surgery appears to be the same as that in other groups 
of individuals with chronic diseases undergoing 
surgical treatment. 


Summary and Conclusions 


In a group of 301 cases of acute or subacute venous 
thrombosis seen during a five-year period, 44 occurred 
in patients with cancer and only 5 of these were 
before operation. In no instance was the malignancy 
silent, although in two patients the thromboembolism 
altered the clinical findings regarding the malignancy. 
During this period, 792 patients with carcinoma of 
pancreas, stomach, or bronchus were seen. Idiopathic 
venous thrombosis occurred in 23 patients who have 
been followed six months to five years without de- 
veloping evidence of carcinoma. Contrary to the 
impression suggested in the literature, our experience 
would indicate that there is no significant association 
between idiopathic venous thrombosis and hidden 
cancer. The incidence of venous thromboembolism 
in patients after cancer surgery is similar to that in 
- other groups of patients with chronic diseases who 
undergo surgical treatment. 
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KARTAGENER’S SYNDROME IN A 
NEWBORN INFANT 


Samuel J. Detroit 


The increasing frequency with which cases of Kart- 
ageners syndrome (situs inversus, bronchiectasis, and 
sinusitis) have been recorded in the literature in re- 
cent years signifies a heightened awareness of a chal- 
lenging, complex clinical entity. An editorial’ in THE 
JourNAL on this topic in 1953 referred to 41 cases de- 
scribed in the literature, whereas, in one of the latest 
reports, Taiana and co-workers” found a total of 104 
cases. 

Aside from the well-established clinical features of 
this disease, consideration of its pathogenesis with 
respect to bronchiectasis, whether on a congenital or 
acquired basis, has provided many authors with a fer- 
tile field of speculation. As interesting and provocative 
as the genetic aspects of this condition may be, they 
are nevertheless overshadowed by the role of the 
overt respiratory symptoms, Their frequent occur- 
rence during the early years of life in most of the re- 
ported cases of Kartagener’s syndrome entails their 
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paramount consideration as a pediatric problem. 
Where the diagnosis of this clinical entity was estab- 
lished in childhood or later, the symptoms, primarily 
of a respiratory character, had been relegated in ret- 
rospect to a vague onset during infancy. The purpose 
of the present report is to record a case of a newborn 
infant 38 hours old in which the symptoms and find- 
ings were compatible with a diagnosis of Kartagener's 
syndrome. 
Report of a Case 


A male newborn infant was delivered on March 11, 1953, 
at 4:25 p.m. by low forceps, after an uneventful labor. Prenatal 
history had been normal. Labor lasted two hours. The mother 
was a par& 2. A female sibling 2 years old was living and well. 
The birth weight was 8 Ib. 9.5 oz. (3,898.1 gm.). The head 
circumference was 14 in. (35.6 cm.); chest, 13 in. (33 cm.); 
and abdomen, 13 in. (33 cm.). Length was 20 in. (50.8 cm.). 
Except for slight pallor, the condition of the infant at birth was 
good. The temperature was 99.2 F (37.3 C). He was placed in 
an incubator with oxygen and removed the following morning. 
At 1:30 a.m. on March 13, when 33 hours old, the baby became 
cyanosed and revealed rapid, irregular respirations. Upon re- 


Fig. 1.—Left, Roentgenogram of chest taken 48 hours after birth, show- 
ing situs inversus, with heart on right side of chest and some atelectasis of 
the right lung. Right, roentgenogram of chest at 8 days of age; there is 
now improved aeration of the right lung. 


administration of oxygen, his respirations and color improved 
to some extent. The rectal temperature was 100 F (37.8 C). 
Slight jaundice became apparent, Considerable subcostal re- 
traction persisted. The cry was vigorous. A large amount of 
yellow, mucopurulent material was draining from the left nos- 
tril. The heart tones were heard best and loudest to the right of 
the midsternum, and the impression of a dextrocardia with situs 
inversus was strengthened by the finding of the edge of the 
liver on the left. Many crackling rales were heard diffusely in 
the chest. Roentgen rays (fig. 1, left) confirmed the above 
clinical impressions. The heart was noted on the right side of 
the chest, and there appeared to be some atelectasis, rather 
than inflammatory disease. 

The occurrence of profuse, purulen: nasal secretion rep- 
resenting possible sinus involvement, together with symptoms 
involving the bronchial tree, in an individual with situs inversus 
seemed to fulfill the essential criteria for a diagnosis of Karta- 
geners syndrome. The abnormal respiratory symptoms and 
temperature of 102 F (38.8 C) continued for about a day. 
Oxygen, cold steam, penicillin, chlortetracycline ( Aureomycin ), 
and streptomycin were administered. Thick, yellow, purulent 
nasal d@i#eharge persisted, while the chest findings consistent 
with atelectasis fluctuated from day to day. 

On March 16, at the age of 5 days, the rales in the chest 
were less in evidence, although the respirations still remained 
rapid. The white blood cell count was 8,000 per cubic milli- 
meter. Hemoglobin level was 13.6 gm. per 100 cc. Differential 
count showed neutrophils 50%, lymphocytes 31%, juvenile cells 
1%, stab cells 18%, erythrocytes 36%, lymphocytes 29%, large 
lymphocytes 2%, and monocytes 19%. Platelets were plentiful. 
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There was slight hypochromia and anisocytosis of the red blood 
cells. During the following few days the respirations remained 
around 70 per minute, while the chest continued to reveal 
numerous coarse rales and rhonchi. Feedings of formula up 
tc 2 oz. were taken fairly well. Gradually the chest became 
cleared of rales, although the nasal discharge persisted. On che 
10th day of life the infant weighed 7 Ib. 10 oz. (3,458.6 gm. ). 
Nose cultures revealed Micrococcus (Staphylococcus) pyogenes 


Fig. 2.—Roentgenogram of chest at 2% years of age. The lungs appear 
equally aerated and free of any parenchymal disease. The heart does not 
exhibit any localized chamber enlargement. 


var. albus and throat culture, Escherichia coli and M. pyogenes 
var. albus. 

Roentgen rays of the paranasal sinuses taken at the age of 
8 days showed a lack of clear visualization. Improved aeration 


“in the right lung was noted (fig. 1, right). Electrocardiograms 


taken on March 19 showed sinus arrythmia, rate 160 per 
minute; no anodal duration; P wave, narrow and peaked; 
P wave, inverted in leads 1, AVR, and AVL; P-R interval, 0.12 
second; QRS complex, 0.05 second; T wave inverted in leads 1, 
2, and AVL, diphasic in AVF. Diagnosis of dextrocardia was 
made. Chest roentgenograms of both parents and the one sibling 
were all negative. 

Follow-up roentgen films of the chest at the age of 7 months 
showed both lungs normally aerated and no change in the ap- 
pearance of the heart. Additional roentgen studies were made of 
the heart at 2% years of age as well as of the paranasal sinuses. 
Bronchography was also performed. Figur’ 2 represents the 
appearance of the chest film at this time, showing equal aeration 
of both lungs and no significant changes in the appearance of 
the right-sided heart. Complete opacification of the ethmoid 
and maxillary sinuses is demonstrated in figure 3. The sphenoid 
and frontal cells have not yet been formed. The nasal cavities 
are also completely opacified; this may be due to the presence 
of nasal polyps. These roentgen-ray findings involving sinusitis 
and possible nasal polyposis constitute integral features of the 
Kartagener syndrome. Films made of the chest after instillation 
of opaque medium (fig. 4) revealed a normal bronchial tree, 
with no evidence of bronchiectasis. 

During the first few months the infant made good nutritional 
progress, weighing 15 Ib. (6,803.9 gm.) and measuring 24% in. 
(62.2 cm.) at 3 months of age. The mother reported the pres- 
ence of yellowish, mucopurulent nasal discharge several times a 
week. Throughout the following months there were recurrent 
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episodes of coughing and rapid, wheezing respirations, associ- 
ated with findings of asthmatic bronchitis and low-grade fever. 
Since then the patient’s growth and development have been 
consistently within the normal limits for his age. The respiratory 
symptoms have been relatively quiescent. At the age of 2 his 
weight was 27 Ib. (12.2 kg.) and height, 37% in. (95.9 cm.). 


Comment 


Since less than one-fourth of all the reported cases 
of Kartageners syndrome clearly revealed roentgen- 
ray evidence of bronchiectasis,* the condition may be 
more accurately described as a syndrome rather than 
a triad. However, the importance of bronchiectasis 
can nevertheless not be underestimated in this dis- 
ease picture, since it is a pathological entity providing 
for the greatest share of the morbidity and disability 
attributed to the disease picture. Respiratory symp-— 
toms are therefore pertinent and significant when oc- 
curring in patients with situs inversus. It is to be 
noted that either level of the respiratory tract may be 
involved in Kartagener’s syndrome. When localization 
occurs in the upper portions of the respiratory tract, 
symptoms of sinusitis of a variable nature may appear 
or evidences of hypoplasia or nasal polyposis may be 
evident, as in this patient. Involvement of lower levels 
of the respiratory tract, occurring on a congenital or 
acquired basis, would give rise to the graver symptoms 
and findings of bronchiectasis. 


Fig. 3.—Roentgenogram of paranasal sinuses, showing complete opacifi- 
cation of the ethmoid and maxillary cells. The sphenoid and frontal cells 
are as yet unformed. The nasal cavities are completely opacified, possibly 
due to the presence of nasal polyps. 


As mentioned above, Bergstrom ° reported roentgen- 
ray evidence of bronchiectasis in only 16 of 80 col- 
lected cases.. But, in the larger percentage of those 
with an available history, the symptoms dated back 
to infancy or early childhood. Symptoms were pres- 
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ent before the age of 14 years in 90% of these cases. 
One might presume that the recognition of Kartage- 
ner’s syndrome as a disease entity early in life could 
lessen or prevent the occurrence of lower respiratory 
tract involvement manifested by bronchiectasis. Res- 
piratory symptoms in an infant with dextrocardia 
or situs inversus must therefore be interpreted as 
potential etiological factors in the development of 
bronchiectasis. Prophylactic therapy or the prompt ad- 
ministration of antibiotics in these infections might be 
conducive to decrease of the frequency of bronchiec- 
tasis in this clinical syndrome. In this patient, although 
a prophylactic regimen was not adhered to, thorough 
and consistent treatment with antibiotics of every res- 
piratory infection has been ree employed. 


Fig. 4.—Chest film after instillation of opaque medium, showing normal 
bronchial tree. 


Summary 


A diagnosis of Kartagener’s syndrome was made in 
an infant -in the early neonatal period of life. No 
roentgen-ray evidence of bronchiectasis has thus far 
been noted. However, the upper levels of the respira- 
tory tract are implicated with respect to the presence 
of sinusitis and nasal abnormalities. The possible pre- 
vention of involvement of the bronchial tree leading 
to bronchiectasis may be achieved in similar cases in 
which diagnosis is made in early infancy by appro- 
priate attention to respiratory infections, 

672 Maccabees Bldg. (2). 
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NEW VASCULAR CLAMP WITHOUT HANDLES 
FOR LATERAL RESECTION OF AORTIC 
ANEURYSMS 


J. Karl Poppe, M.D., Portland, Ore. 


Application of the available blood vessel clamps 
across the neck of aortic aneurysms has proved diffi- 
cult in certain instances for two reasons. First, the 
blades of most clamps are not long enough to extend 
across the entire neck of a somewhat fusiform aortic 
aneurysm. Second, the long handles of these clamps 
make them cumbersome and difficult to apply when 
exposure is limited. This is particularly true when two 
clamps are required, one on either end of the 
aneurysm with their points together, and when there 


_is an additional tendency to permit leakage between 


the points. 


A, application of new clamp in resection of aortic aneurysm. B, view 
of clamp with one end open. 


A new clamp for application across the neck of 
aortic aneurysms has been designed with long sturdy 
jaws and without any handles. The jaws are 160 mm. 
in length and have deep longitudinal serrations and a 
slight inward bowing in the middle to prevent lateral 
slippage. Both ends are held together by bolts with 
winged nuts so that adjustments may be made for both 
the thickness of the aneurysm neck and the tension to 
be applied. 

1130 S. W. Morrison St. (5). 

The clamp described is made by the J. P. Pilling Company, Philadelphia. 


Cataract in the Aged Patient.—Cataract surgery presents very 
few difficulties. The operation is done under a local anesthetic, 
and it is not necessary for the patient to lie perfectly still for 
many days. . .. There are thousands of blind old people in this 
country [Britain] who could have their cataract removed a 
thus regain some vision. Modern cataract surgery allows the sur- 
geon to remove the cataract when it is not fully mature. If a pa- 
tient has bilateral cataracts which prevent her from carrying out 
her normal household duties, it is essential that the ophthalmic 
surgeon should remove at least one cataract, even if it is imma- 
ture. It is a mistake to wait until a cataract matures, because 
so often this may not happen for many years and by that time 
the patient may be too feeble to be operated on.—J. Minton, 
F.R.C.S., Prevention of Blindness in Middle and Old Age, The 
Practitioner, February, 1956, 
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MYLERAN IN PREGNANCY 
REPORT OF A CASE : 
Homer M. Izumi, M.D., Honolulu, T. H. 
) adminis- 


Myleran (1, 4-dimeth lfonoxybutane) 
tered by mouth is generally considated the treatment 
of choice in chronic myelocytic leukemia. However, 
. it is known to depress normal as well as neoplastic 
.. myeloid tissue. Its use in a pregnant woman with this 
type of leukemia and its possible effects on the fetus 
and, especially, fetal bone marrow have not been re- 
ported to my knowledge. Several hematologists and 
internists have indicated in personal communications 
that they have had no experience in observing the 
course of pregnancy in a patient receiving Myleran. 
Consequently, it was felt this experience should be 
reported. 


A 31-year-old married Japanese graduate nurse was sub- 
jected on March 2, 1954 (preparatory to a dental extraction ) 
to a complete blood cell count and determination of bleeding 
and clotting time. The white blood cell count was 194,000 per 
cubic millimeter. The differential count showed a pre- 
dominance of myeloid juvenile and stab forms. The red 
blood cell count was 4,210,000 per cubic millimeter, 


with 12 gm. of hemoglobin per 100 cc., and the plate- ' 


lets numbered 570,000 per cubic millimeter. Except 
for mild fatigue and malaise, she had been well and 
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an entire pregnancy. Rather than discontinue administration of 
the drug, it was decided to maintain a daily dosage consistent 
with keeping the patient’s white blood cell count within high 
normal ranges. With this schedule it was possible to reduce the 
dose gradually to as low as 0.5 mg. daily through the middle 
trimester. Then a slow rise in the white blood cell count oc- 
curred, followed in August, 1955, by an acute febrile period of 
five days’ duration. A peak of 90,000 per cubic millimeter in 
the white blood cell count was noted during this illness. A 
transient erythema multiforme on both legs was the only other 
manifestation. Since the cause for the acute febrile condition 
could not otherwise be accounted for, an acute exacerbation of 
leukemia was considered. Recovery was prompt, and the re- 
mainder of the patient’s prepartal course was uneventful. 

On Nov. 1, 1955, after a short spontaneous labor, she was 
delivered of a small but otherwise normal-appearing baby girl 
weighing 4 Ib. 6 oz. (1,985 gm.). Umbilical cord and periph- 
eral blood cell counts on the infant were normal. The placental 
sections showed no evidence of leukemic infiltrations, and the 
placenta was reported as normal for term. Subsequent counts 
on the infant’s blood have been normal; the infant at the time 
of writing, at the age of 5 weeks, is apparently developing in 
the usual manner, Similarly, the patient-mother remains asymp- 
tomatic and is anxious to return to her former nursing duties, 
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able to carry on her household as well as office nursing 
duties. For the previous four months she had been 


K.N.~age 31-R.N, 
Japanese female--grav Il--para I | 
Chronic Myclocytic Leukemia 


treated elsewhere for a “neurodermatitis” of the auri- 


Rx--Myleran thru pregnancy 
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two months she had noted transient purpuric lesions 
on both lower legs, occurring a week before her men- 


cular, postauricular, and vulval areas. For the previous * nec | 
THOUSAND 


strual period. In June, 1951, after a normal prepartal ™ >... 


course, she spontaneously delivered her first child, 


weighing 7 lb. 12 oz. (3,515 gm.). The blood cell 


counts done prepartally, at this delivery, and subse- 
quently in mid-1952 were reportedly normal. 100-400. 


Physical examination revealed a well-developed, 


well-nourished, healthy-appearing woman, with a dry, ™ 
exfoliative dermatitis of the ears and postauricular 


areas. The liver was palpated 3-4 cm. below the right 
costal margin, while the spleen was 4-5 cm. below the 
left costal margin. The remainder of the examination 
was noncontributory. The bone marrow smear was 
consistent with the clinical impression of chronic mye- 


_»-lecytic leukemia, with early depression of the erythroid 


series. Inasmuch as the patient was asymptomatic, she was en- 
~~ couraged to continue her usual household and nursing duties. No 
medication was prescribed at this time. Routine check-ups, with 
blood cell and platelet counts, were done at four-week to six-week 
intervals. 

The accompanying graph depicts her entire course. The 
white blood cell count steadily rose to 440,000 per cubic milli- 
meter from March to October, 1954, associated with enlarge- 
ment of the spleen to below the left iliac crest. Increasing 
fatigue and lett abdominal discomfort were noted. Myleran 
therapy was instituted on Oct. 25, 1954, in a dose of 2 mg. 
twice daily. Weekly counts were done, but for clarity they are 
charted every two wecks on the graph. With this low dosage, 
her white blood cell count dropped quickly to 10,000 per cubic 
millimeter within eight weeks. Reduction in spleen size was less 
dramatic. Concomitunt drop in platelets and increase in red 
blood cells were also noted. Symptomatically the patient was 
greatly improved and continued her usual duties. The Myleran 
dosage was reduced to 1 mg. twice daily. 

In March, 1955, the patient reported a missed menstrual 
period, her last period having occurred Jan. 27, 1955. Exam- 
ination and pregnancy tests confirmed an early pregnancy. 
Information on the effect of Myleran on granulopoietic fetal 
or infant tissue was not found in a search of the literature; nor 
was there a record of a patient receiving Myleran throughout 


Me 


Therapy and course in pregnant patient receiving Myleran. 


Summary 


Myleran administered in minimal effective doses to 
a pregnant patient with myelocytic leukemia had no 
apparent effect upon the granulopoietic mechanism 
of the fetus. 

Six months post partum the patient is still receiving 
2 mg. of Myleran (now known by the nonproprietary 
name busulfan) daily; she is asymptomatic and re- 
sumed her former nursing duties three months ago. 

1024 Piikoi St. (14). 


Renal Tuberculosis.—Triple drug therapy (isoniazid, strepto- 
mycin and sodium PAS), given for 1 year, appeared to be more 
effective than double drug therapy (streptomycin plus PAS) in 
the treatment of renal and prostatic tuberculosis, and is our cur- 
rent treatment regimen. Bed rest, plus a high vitamin intake, were 
combined with the chemotherapy. Prolongation of the treatment 
to 18 or 24 months may be even more effective. To date, no new 
decline in the incidence of renal tuberculosis has been observed, 
despite the advent of chemotherapy. Chlorpactin was found to 
be an effective new topical medication for tuberculosis ulcers of 
the bladder.—_John K. Lattimer and Anthony L. Spirito, The 
Current Status of the Chemotherapy of Renal Tuberculosis, The 
Journal of Urology, March, 1956. 
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COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


Monographs and supplemental statements on drugs 
that appear in this column have been authorized by 
the Council for publication and inclusion in New and 
Nonofficial Remedies. They are based upon the evalu- 
ation of available scientific data and reports of investi- 


gations. 
H. D. Kautz, M. D., Secretary. 


Aminopentamide Sulfate.—4-Dimethylamino-2, 2- di- 
phenylvaleramide sulfate —The structrual formula of 
aminopentamide sulfate may be represented as follows: 


HeN-C C-—CHeCH-N(CHale  HeSOs 


Actions and Uses.—Aminopentamide sulfate is a syn- 
thetic basic amide with predominantly atropine-like 
pharmacological actions. Thus, in experimental ani- 
mals, the drug produces a decrease in tone and motility 
of the gastrointestinal tract, blocks the spasmogenic 
and vasodepressor responses to acetylcholine, and 
causes mydriasis and xerostomia. {n normal humans, its 
oral administration results in decreased gastric secre- 
tion and reduced motility of the upper digestive tract. 

On the basis of limited clinical experience, amino- 
pentamide sulfate appears to be useful in the adjunc- 
tive management of peptic ulcer, pylorospasm, and 
chronic hypertrophic gastritis associated with gastric 
hyperacidity and hypermotility. Present evidence is 
insufficient to establish its usefulness in other types of 
organic or functional disorders of the gastrointestinal 
tract. Its proposed use in conditions characterized by 
urinary bladder spasm is not yet established. 

Side-effects from aminopentamide sulfate are mainly 
atropine-like in character, and their incidence and 
severity are chiefly a function of dosage. Accordingly, 
blurring of vision, dryness of the mouth, and urinary 
retention may occur. The drug is contraindicated in 
patients with glaucoma, obstruction at the bladder 
neck, prostatic hypertrophy, stenosing peptic ulcers, 
or pyloric or duodenal obstruction, 

Dosage.—Aminopentamide sulfate is administered 
orally. The usual initial dose for adults is 0.5 mg. three 
or four times daily; however, dosage must be highly 
individualized according to the degree of response and 
the appearance and severity of side-effects. If therapy 
is to be prolonged, dosage may be adjusted to the 
individual patient by increasing the amount adminis- 
tered until xerostomia or mydriasis appears, then 
decreasing the dose to a maintenance level. Dosage 
for children is proportionate to body weight. 

Preparations for use as stated for the foregoing drug are marketed under 
the following name: Centrine. 

Bristol Labora 


tories Inc. cooperated by furnishing scientific data to aid 
in the evaluation of aminopentamide sulfate. 
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Carbetapentane Citrate.—2-( Diethylaminoethoxy ) 
ethyl citrate.—The 
structural formula of carbetapentane citrate may be 
represented as follows: 


CHeC Os 
CHeC O2H 


Actions and Uses.—Carbetapentane citrate, a phenyl- 
cycloalcane carboxylic acid ester, is proposed for use 
as an antitussive agent. Pharmacological studies indi- 
cate that the drug has atropine-like and local anesthetic 
properties. Its toxicity is low, and in certain types of 
animal experiments it appears to relieve cough about 
as well as codeine phosphate. The drug is reported 
to act selectively on the medullary centers to suppress 
the cough reflex, but sufficient evidence is not available 
to establish this. 

Available clinical evidence suggests that the effec- 
tiveness uf the drug is limited to the acute type of 
cough associated with common upper respiratory 
infections. Since the clinical observations are uncon- 
trolled, improvement of cough after administration of 
the drug might be attributed equally to subsiding 
infection. Further and better-controlled observations 
are needed to establish the clinical usefulness of 
carbetapentane citrate for the alleviation of cough. 

Dosage.—Carbetapentane citrate is administered 
orally. The proposed dosage for adults is 15 to 30 mg. 
three or four times daily. Dosage for children is 
reduced proportionally. 

Preparations for use as stated for the toregoing drug are marketed under 
the following name: Toclase. 

Pfizer Laboratories, Division ot Chas. Pfizer & ea eg Inc., cooper- 


ated by furnishing scientific data to aid in the evaluation of carbetapen- 
tane citrate. 


Petrichloral.—Pentaerythrito] chloral.—The structural 
formula of petrichloral may be represented as follows: 


O-CH-C Cls 
2 
CHe~C-CHe O-CH-C Cls 
OH CHe OH 
O-CH-C Cla 


- Actions and Uses.—Petrichloral, a derivative of 
chloral, is a hypnotic and sedative with pharmacolog- 
ical properties similar, but not necessarily equal, to 
those of chloral hydrate. Since it is devoid of strong 
odor and aftertaste and undesirable side-effects such 
as gastric upset, it is better tolerated than chloral 
hydrate. Like chloral hydrate, petrichloral has a wide 
margin of safety, and its low toxicity indicates it to be 
a safe agent for clinical practice. 

Dosage.—Petrichloral has been administered orally. 
The proposed hypnotic dose is 0.6 gm. on retiring. For 
daytime sedation, 0.3 gm. every 6 hours has been 
employed. 


Preparations for use as stated for the foregoing drug are marketed under 
the following name: Periclor. 


Ives-Cameron Company, Division of American Home Products Corpora- 
ing scientific data to aid in the evaluation of 


tion, cooperated by furnish 
petrichloral. 
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Sulfamethizole.—N’ -(5-Methyl-1,3,4-thiadiazol-2-yl)- 
zole. The structural formula of sulfamethizole may be 
represented as follows: 


N——N 


Actions and Uses.—Sulfamethizole shares the actions 


~ and uses of other sulfonamide derivatives. (See the 


general statement on sulfonamides in New and Non- 
official Remedies.) Its high solubility makes it useful 
for the treatment of urinary tract infections. Thus, the 
drug may be effectively employed in cases of pyelo- 
nephritis, ureteritis, prostatitis, cystitis, and urethritis 
caused by bacterial infections amenable to sulfona- 
mide therapy. It may be administered to patients with 
urinary tract infections who are sensitive to other 
sulfonamides, since current evidence suggests little 
cross sensitization to sulfamethizole. Except for crys- 
talluria, which is rare, the drug possesses the same 
potentiality for toxic reactions as the other sulfonamide 
compounds, 

Dosage.—Sulfamethizole is administered orally. The 
usual dose for adults is 0.5 gm. five or six times daily, 
although some clinicians have achieved satisfactory 
results with doses as low as 0.25 gm. four times daily. 
The dosage for infants and children is reduced pro- 
portionately. 


Preparations for use as stated for the foregoing drug are marketed under 
the following name: Thiosulfil. 

Ayerst Laboratories, Division of American Home Products Corporation, 
cooperated by furnishing scientific data to aid in the evaluation of sulfa- 
methizole. 


Prevention of Ammonia Dermatitis with Dimethicone 


The Council has reevaluated the use of the silicone 
oil, dimethicone, for topical application as a 30% con- 
centration in a petrolatum base for the management of 
ammoniacal dermatitis resulting from the bacterial 
decomposition of urine in contact with the skin, espe- 
cially in infants. The Council previously had ques- 
tioned the usefulness of the agent for this purpose 
because of opinions that it might be irritating to the 


~~ skin. On the basis of the additional opinions of pedia- 
- tricians, the Council concludes that use of the agent on 


the intact skin usually is not associated with irritant 
effects; thus it can be used for the prevention of urinary 
ammonia dermatitis in infants as well as incontinent 
adults. The agent, however, may be irritating if 
applied to areas of preexisting ammoniacal dermatitis. 

The Council voted to revise the New and Nonoffi- 
cial Remedies monograph on dimethicone accordingly. 


tone Laboratories, Inc., cooperated by furnishing scientific data 
to aid in the evaluation of dimethicone. 


Use of Mephentermine Sulfate as 
a Vasopressor Agent 


The Council has evaluated the parenteral use of 
mephentermine sulfate as a systemic vasopressor 
agent. This drug has been recognized previously for 
local intranasal application as a vasoconstrictor agent 
to control nasal congestion. On the basis of additional 
evidence, the Council concluded that the systemic 
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effects of mephentermine sulfate when injected par- 
enterally have been sufficiently well studied to indicate 
its usefulness as a pressor agent in acute hypotensive 
states. This includes adjunctive use in shock after 
myocardial infarction and hypotensive episodes during 
surgery. Administration of the drug should be discon- 
tinued when the patient no longer shows clinical 
evidence of shock. The drug produces peripheral 
vasoconstriction as well as a positive inotropic effect 
on the heart. The drug also is useful for sustaining 
blood pressure during surgical or obstetric procedures 
in patients under general or spinal anesthesia. In con- 
trast to epinephrine, mephentermine sulfate does not 
appear to initiate ventricular fibrillation during cyclo- 
propane anesthesia. It is contraindicated in peripheral 
vascular collapse in which hypotension is caused by 
hemorrhage. 

For systemic pressor effects, mephentermine sulfate 
is administered intravenously or intramuscularly. In 
acute hypotensive states associated with myocardial 
infarction, surgery, and general or spinal anesthesia, 
the drug should be administered by slow intravenous 
injection in doses ranging from 15 to 30 mg. This may 
be repeated if the desired elevation in blood pressure 
is not obtained. For sustaining blood pressure, 30 mg. 
is diluted with 100 cc. of 5% dextrose in water for injec- 
tion and administered by continuous intravenous drip 
at a rate adjusted to maintain pressure. For less rapid 
but more prolonged pressor effects, 15 to 45 mg. may 
be injected intramuscularly. 

The Council voted to expand the monograph in New 
and Nonofficial Remedies to recognize the parenteral 
use of mephentermine sulfate as a vasopressor agent 
in acute hypotensive states. 


Wyeth Laboratories, Inc., cooperated by furnishing scientific data to aid 
in the evaluation of mephentermine sulfate as a vasopressor agent. 


Work for the Cardiac Patient.—The cardiac, with relatively 
rare exceptions, not only can but should work. A great change 
has come in the past generation in this point of view, both 
medical and lay, about the victims of heart disease. It is based 
on simple experience and increased understanding. Thirty years 
ago there was widespread but quite unjustified fear of heart 
disease. There were, to be sure, then just as there are today, a 
good many patients with one kind of heart disease or another, 
completely incapacitated and perhaps fatally ill but there have 
always been very many more with the lesser grades of heart 
disease . . . who could and should work. . . . Occupying himself 
or herself, especially in useful and remunerative activity, helps 
nearly every cardiac patient in body, mind, and soul. If any one 
of these three sides of the whole man is helped there is a favor- 
able effect on the other two and, even physically, work with at 
least a certain amount of exercise favors not only a sense of well 
being but also the nervous state, the digestion, the bowels, the 
muscle tone, the respiration, and the circulation at large. . . . We 
must change our habits of thinking and action. . . . Probably 
new laws and regulations must be passed to allow industries and 
employers to utilize the services of cardiacs without prejudice to 
themselves and to their reputations. It must be widely recog- 
nized that more heart attacks of one kind or another, including 
coronary thrombosis, angina pectoris, and pulmonary edema due 
to acute left ventricular failure or mitral stenosis, occur away 
from work, indeed often while asleep in bed at night, than dur- 
ing the regular routine of work. Healthy labor and health-giving 
exercise, both mental and physical, must be freed from the un- 
just stigma of being dangerous—the reverse is actually the truth. 
—P. D. White, M.D., The Cardiac Can and Should Work, North- 
west Medicine, March, 1956. 
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TREATMENT OF EARLY MAMMARY CANCER 
GUEST EDITORIAL 
Robert Elman, M.D. 


Mammary cancer is the greatest cancer killer in the 
United States; yet many physicians are confused as to 
the best method of therapy even for early lesions. 
Opinions and practice range from a limited excision, 
usually simple mammectomy—with or without radio- 
therapy, through the classic procedure of radical mas- 
tectomy to the “extended” operation that includes 
intercostal node resection and/or supraclavicular dis- 
section. Before evaluating any method of therapy one 
must, of course, know the natural history of the disease 
without treatment. Shimkin' plotted the survival 
curve of three groups of such patients. The findings 
were uniform and can be expressed as an average over- 
all 20% five-year survival from the time the tumor was 
first noted. Summary of another group of 777 obser- 
vations by Tomlinson and Eckert * was expressed as 
average survivals of 38.5 months, with a range of 30.2 
to 40.5 months. 

Going back to a review * of the earliest surgical re- 
sults before 1900, the average over-all] five-year sur- 
vival indicated that up to this time operation (usually 
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simple mastectomy) had no influence on life expect- 
ancy. One should bear in mind, however, that in most 
reported results of surgical therapy survival time is 
measured from the time of operation, whereas in the 
data on untreated cases it is plotted from the time the 
mass was first noted, a difference that may vary from 
months to years. This difference, of course, is in favor 
of untreated cases. The first reports by Halsted * fol- 
lowing radical resection showed that the over-all five- 
year survival time was doubled from the previous 20 
to about 40%. More striking was a figure of 70% or more 
in patients whose specimen when removed showed no 
involvement of the axillary or supraclavicular nodes. 
During the ensuing half-century, similar results after 
this operation were recorded from various medical 
centers throughout the world. A report by Daland’ 
in 1927 deserves special mention because he compared 
the follow-up of 100 untreated patients with 66 sub- 
jected to radical resection. The survivals at five years 
were 22 and 42% and at seven years 9 and 35% respec- 
tively. In those without axillary involvement, the five- 
year survival was 71% and the seven-year survival 62%. 
One of the most recent (1954) reports ° from the Uni- 
versity Hospital at Ann Arbor is particularly valuable 
because of the complete follow-up in all of 742 
unselected patients who were seen after having had 
no previous treatment. The five-year survival in the 
entire group, including the inoperable cases, was 40%. 
Of the 440 subjected to radical resection, 51% survived 
five years. In those in this group in whom the speci- 
men showed no axillary involvement, the five-year 
survival rate was 85%. 

Despite these experiences, radical resection has 
evoked adverse criticism. This dissent takes two gen- 
eral forms: first, that the results following radical re- 
section are not actually as good as indicated by the 
reported experiences, and, second, that the results of 
simple mastectomy are just as good as the over-all 
50% five-year survival after radical mastectomy. 
Keynes‘ in 1929 expressed the first point of view by 
stating that it was unlikely he would ever again per- 
form the radical operation; this statement was based 
upon a careful study during five years of the results in 
50 cases. In similar vein a recent report in THE 
Journa. * concluded that “it is doubtful if many more 
persons are cured by radical mastectomy than by other 
forms of treatment.” Yet scrutiny of the carefully pre- 
sented data even in the lower age groups shows a 
definitely higher curve of life expectancy after radical 
resection as compared with simple mammectomy. In 
the oldest age group, the difference was even more 
pronounced; indeed, the curve of survival after radical 
resection was the same as normal life expectancy. Un- 
fortunately, the manner of selection of cases for simple 
and radical resection was not indicated. Perhaps some 
of the difficulty lies in the use of the word “cure”. 
The most that should really be claimed for therapy in 
cancer is significant and sometimes gratifying pro- 
longation of life. 

As to the second point of view, numerous reports ° 
contain data of five-year survivals after simple mam- 
mectomy equal to the best results of radical resection. 
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Analysis of these experiences shows first of all that the 
number of cases was usually small. Moreover, it was 
not always clear how the patients were selected. Be- 
cause of the wide variation in the “virulence” of can- 
cer, which for one thing tends to be greater in younger 
patients, simple mammectomy limited to the older 
patients might give better results than if carried out 
as a general procedure in patients of all ages. Finally, 
the accuracy of the diagnosis was sometimes open to 
question. Careful examination of the tissue removed 
as well as expert microscopic diagnosis is obviously 
essential in any study. Easily and perhaps commonly 
committed errors are to call a benign sclerosing ade- 
nosis or intraductal papilloma cancer. Clearly, inclu- 
sion of a significant number of such cases will increase 
the five-year survivals regardless of therapy. A com- 
petent pathologist is the best insurance against such 
errors. The most widely quoted report of good results 
after simple mastectomy plus a special kind of post- 
operative radiotherapy is that of McWhirter,’ who 
described experiences indicating five-year survivals 
equal to those following radical mastectomy. A crit- 
ical evaluation of this extensive material by Acker- 
man *' showed there was considerable radiation mor- 
bidity, a relatively high persistence of disease in the 
radiated field, and no objective evidence of steriliza- 
tion of lymph nodes containing cancer. Reports by 
others following the identical McWhirter procedure 
have not appeared. 

A disturbing feature of the treatment of mammary 
cancer in the United States is the steady, progressive 
increase in the mortality curve as compared with a 
relative decrease in the mortality rate from uterine 
cancer. Whereas 20 years ago more women died of 
cervical cancer than of carcinoma of the breast, the 
situation is now reversed. Indeed, the mortality from 
cervical cancer has reached a plateau despite the in- 
crease in the number of women reaching adult and 
therefore the cancer age. Can this difference be due 


to the fact that in the United States patients with 


carcinoma of the cervix (unlike those with mammary 


cancer) are more commonly referred to and treated by 


specialists? Such an inference is suggested by com- 
parable figures from Sweden, where both carcinoma 
of the breast and carcinoma of the cervix are treated 
by specialists and where the two mortality curves can 
be superimposed. 

Inasmuch as results after the complete operation 
are so well documented, it is obviously necessary that 
the over-all results with lesser procedures be known 
in just as great detail. Isolated and limited tabulations 
of five-year survivals after simple mastectomy as noted 
above are not sufficient for reasons already mentioned. 
A better appraisal of simple mastectomy would be to 
adopt it as a routine or on alternate cases. The latter 
type of project is now apparently being carried out in 
Copenhagen, where all patients with mammary cancer 
are being admitted on alternate days to two different 
hospitals, in one of which the classic radical mastec- 
tomy is being carried out and in the other simple mas- 
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tectomy followed by radiotherapy. Unfortunately it 
is too early to know the findings in this excellent type 
of controlled study. 

Until unequivocal evidence to the contrary is forth- 
coming, it seems clear that, viewing the problem 
knowingly and without prejudice, any woman with an 
early mammary cancer can be assured of an excellent 
chance for a prolongation of life expectancy equaled 
in few other malignant diseases, provided an adequate 
resection is carried out. According to this point of 
view, any surgeon who subjects a patient with such 
an early lesion to less than this procedure must hold 
himself responsible for any result that is less favorable 
or fortunate than the repeatedly and universally dem- 
onstrated results that follow an adequate operation. 
Halsted* nearly 50 years ago warned surgeons that 
they “should not cast about for easy operations—for 
operations that anyone can do at any time and at any 
place.” While the over-all results of radical resection 
leave much to be desired, this applies largely to late 
cases, and to patients with a rapidly spreading lesion 
and with early axillary metastases. Until something 
new is added, our hope for a greater prolongation of 
life is not a lesser surgical procedure with or without 
radiotherapy but the wider use of a thorough and 
carefully performed radical resection before the tumor 
has spread to the axilla. Indeed, data in two report ”” 
have indicated that the more complete the axil- 
lary dissection, the better the five-year results. As 
to the “extended” operation, its superiority has not 
been proved. Indeed, Halsted * found, by an extended 
supraclavicular operation on more than 200 patients, 
that involvement of the cervical nodes meant more 
distant metastases, for in this group even the three- 
year survivals were almost nil. Is it not likely that 
intercostal spread may have the same tragic signifi- 
cance? 

Those who doubt the superiority of radical over 
simple resection must collect more extensive informa- 
tion. A constructive and feasible approach would be 
the accumulation of more accurate and detailed data 
than those already available, particularly from areas 
outside the “medical centers,” i.e., communities where 
in fact most patients are treated. Each hospital! should 
scrutinize its over-all results in terms of specific pro- 
cedures, and the findings should be reported objective- 
ly and anonymously. As already mentioned, careful 
and accurate tissue examination is a sine qua non. 
Such over-all and community-wide data may of them- 
selves resolve the present apparent confusion in the 
minds of many physicians. The objective is one all 
seek—the greatest prolongation of life in terms of 
specific methods so accurately defined that there may 
be little or no question as to what procedure is best 
for the patient. 
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ORGANIZATION SECTION 


PLAQUE IN HONOR OF DR. CARL PETERSON’S 
WORK WITH HANDICAPPED 


President Eisenhower's Committee on Employment 
of the Physically Handicapped has given the American 
Medical Association a memorial plaque honoring the 
late Dr. Carl M. Peterson for his devotion “to the in- 
creased health, welfare and employment opportunity 
of his fellowman.” Dr. Peterson was Secretary of the 
A.M.A.’s Council on Industrial Health for 17 years 
and served as chairman of the medical committee of 
the President's committee. He died last fall of injuries 
after a plane crash in North Carolina. 

The plaque was presented before the House of Dele- 
gates during the A.M.A.’s recent Annual Meeting in 
Chicago by Dr. Ross T. McIntire, former chairman of 
the President’s committee and retired surgeon general 
of the Navy. It was accepted on behalf of the Associa- 
tion by Dr. William P. Shepard, New York, Chairman 
of the Council on Industrial Health. The plaque reads 
in part: “As Secretary, Council on Industrial Health, 
American Medical Association, he was the pivot 
around which many of the great advances in indus- 
trial medicine centered in the past two decades. Our 
country and her handicapped men and women of to- 
day and tomorrow have much for which to thank this 
tireless man whose untimely death in the performance 
of duty saddened all those who knew him.” 


NEW PAMPHLET ON MECHANICAL QUACKERY 


The Bureau of Investigation at the headquarters of 
the American Medical Association has issued a new 
pamphlet on mechanical quackery that describes and 
illustrates the ways in which the public is duped by 
quack gadgets and devices. The pamphlet is avail- 
able to state and county medical societies on request 
and is designed to accompany the A.M.A. exhibit on 
mechanical quackery. 


DR. LARSON HONORED 


The University of Minnesota on June 8 conferred 
the school’s outstanding achievement award for dis- 
tinguished alumni on Leonard W. Larson, Bismarck, 
N. D., Trustee of the American Medical Association. 
The award, consisting of a gold medal and a citation, 
was presented at recognition day exercises in the uni- 
versity’ s medical school by the Hon. Ray J. Quinlivan, 
St. Cloud, Minn., chairman of the board of regents. 
Another outstanding achievement award was pre- 


sented to Dr. Edwin Jaggard Simons, Minneapolis. 
Dr. Larson, a past-president of the North Dakota State 
Medical Association, has long been active in the af- 
fairs of the A. M. A. and has served as a member of 
the Board of Trustees since 1950. 


REGISTRATION AT THE ANNUAL MEETING 
CHICAGO, JUNE 11-15, 1956 


Arkansas 28 New Hampshire .............. 12 
Camal Zone 4 New Mexico 
Colorado ... 78 New York...... 514 
Connecticut 62 North Carolina 57 
District of Columbia ........ 118 Ohio . » ez 
Georgia ....... 65 Oregon .... 40 
Hawaii 15 Pennsylvania 337 
Idaho 12 ~=Puerto Rico ....... 8 
Illinois 1,594 Rhode Island 20 
Chicago 2,052. South Carolina 25 
Indiana Dakota ............... 27 
Maryland ... 121 Washington 81 
Massachusetts 126 West Virginia 35 
Minnesota .... 2 Wyoming 7 
Mississippi 38 
Missouri ..... 226 9,763 
OTHER COUNTRIES 

Belgian Congo ............... 1 1 
cha 1 South America 3 
Hong Kong éook 1 Total (Other countries).. © 206 
India ..... 8 9,763 
1 Grand Total ............. 9,969 
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REGISTRATION BY SECTION 


Diseases of the Chest ..............cccccceseceeeceeee 277 
Experimental Medicine & Therapeutics 101 
Gastroenterology & Proctology 
Laryngology, Otology & Rhinology 200 
Nervous & Mental Diseases 276 
Obstetrics & GyMecOlogy 432 
Pathology & Physlology 232 
Preventive & Industrial Medicine & Public Health ............-..05. 206 


COUNCIL ON INDUSTRIAL HEALTH 


GUIDING PRINCIPLES OF MEDICAL 
EXAMINATIONS IN INDUSTRY 


These guiding principles have been approved for 
publication by the Council on Industrial Health, The 
material is a revision of the Council's previous publi- 
cation entitled “Medical Service in Industry—Industrial 


Acting Secretary. 


The purpose of a health service in industry is to 
provide a program of positive health maintenance for 
the employees. An important element of such a pro- 


gram is the supervision of the health status of the 


individual through examination, counseling, and as- 
sistance in proper job placement. Medical examina- 
tions of employees are designed to permit assignment 
of work compatible with the physical and mental fit- 
ness of individuals and to help them maintain their 
health. 

Proper placement of workers with due regard for 
the variations in physical demands required by dif- 
ferent jobs, and for the safety and health limitations 
involved in disabilities, can result in improved job 
performance, less absenteeism, decreased likelihood 
of injury, less hazard to the health and safety of others, 
lessened chance of aggravation of disorders, and, 
doubtless, a longer productive life span. Examination 
for and assistance in job placement are, therefore, 
practical, individualized applications of the principles 
of preventive medicine. 


The committee in charge of the revision consists of the a physi- 
cians: Clarence D. Selby, Chairman, Port Huron, Mich.; Leonard S. Arling, 
Minneapolis; James P. Baker, White Sulphur Springs, WwW. Va.; E. S. Jones, 
Hammond, Ind.; Frank Princi, Cincinnati; Norbert J. Roberts, New York; 
and Gradie R. Rowntree, Louisville, Ky. 
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The objectives of industrial medical examinations 
are as follows: (1) to measure the medical fitness of 
individuals to perform their duties without hazard to 
themselves or others, (2) to assist individuals in the 
maintenance or improvement of their health, (3) to 
detect the effects of harmful working conditions and 
advise corrective measures, and (4) to establish a 
record of the condition of the individual at the time 
of each examination. 

Medical examination programs, properly conducted, 
provide maximum benefits to employees, employers, 
and the community. The emphasis should be on the 
placement of individuals according to their abilities 
and not simply selection of the physically perfect and 
rejection of all others. Unjust or questionable exclu- 
sion from work, through improper application of the 
findings upon examination, is against the public wel- 
fare and contrary to sound industrial health principles. 


Functions of Physicians and Assisting Personnel 


Maintenance of the physician-patient relationship 
with fairness to both employee and employer is essen- 
tial to the success of any industrial health program. 
Both should feel that their interests are represented 
with integrity. The examination should be conducted 
by the physician himself. It may be facilitated if a 
nurse or other adequately trained person can develop 
basic data from the examinee, such as height, weight, 
and age. Custom requires that a nurse or other female 
attendant be present when women are being ex- 
amined. 

It is the duty of the physician to interpret medical 
findings and to make decisions regarding their work 
significance. Health counseling requires special train- 
ing and should be performed by the physician or 
under his supervision. It is fundamental that the phy- 
sician must have first-hand knowledge from personal 
observation of the various jobs within his industry. 
Information showing physical demands, working con- 
ditions, and accident and health hazards of each job 
classification facilitates selective placement. 


Scope of the Examination 


It is essential that each examination be thorough 
and suitable for its purpose. What may be adequate 
in one case may be quite insufficient in another. Many 
factors influence such decisions. For example, the 
physical demands on an ironworker engaged in con- 
struction of a skyscraper are quite different from those 
of the sedentary typist. It might be econ lly un- 
sound for an essentially nonhazardous industry to 
include, routinely, extensive laboratory and x-ray tests 
of all applicants. On the other hand, a brief and super- 
ficial examination can be false economy and be mis- 
leading to employer and employee alike. 

The nature of the industry, its inherent hazards, the 
variation in jobs, and physical demands and health 
exposures are determinants. The values of different 
examination procedures and their cost in time and 
dollars must be assayed. The physician, after care- 
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fully studying the problems involved, should advise 
management concerning the scope of the examination 
to be made. : 

The best type of examination program is one that 
emphasizes flexibility according to need, rather than 
one that has a set and invariable routine. A flexible 
plan provides for a basic minimum examination but 
recognizes the differences between individuals, age 
groups, and jobs. This permits the examining physician 
to devote less time and procedure to the evidently 
healthy young individual in a nonhazardous job. The 
older worker engaged in a more hazardous job re- 
ceives more searching attention, with clinical impres- 
sions gained from the history and examination being 
supplemented by appropriate laboratory tests. Fre- 
quency of examination should vary with age, sex, oc- 
cupation, and individual findings. 

Opinions vary considerably as to what constitutes a 
minimum examination. The following minimum has 
been suggested: history, age, height and weight, and 
general appearance; skin, eyes, ears, nose, teeth and 
mouth, chest (lungs and heart), lymph nodes, peri- 
pheral blood vessels, abdomen including hernia, anus, 
genitalia, and spine and extremities; blood pressure, 
pulse, and temperature; urinalysis; and visual and 
hearing acuity. Personality, temperament, and _ sig- 
nificant nervous or mental manifestations should be 
noted. 

In those cases in which an assistant takes the his- 
tory, the physician should review it and elaborate the 
history stil] further. Most physicians feel that a care- 
fully taken personal health and occupation history is 
of great value, as it may suggest additional examina- 
tion or warrant extra attention. The trend in examina- 
tions is to make them more thorough, including chest 
x-ray, laboratory studies, electrocardiograms, special 
attention to the common sites of cancer, as well as 
mental or emotional states. 

The employee should be examined in privacy and 
should be disrobed. The extent of the examination of 
female genitalia is a moot point, depending upon 
whether the examination is for employment purposes 


only or is part of a regular health maintenance plan, | 


upon the age of the workers, and upon other factors. 
The higher incidence of abnormal findings has brought 
about the more general inclusion of laboratory tests 
in examination of persons over 45 years of age. 
Because of the importance of vision with respect to 
job efficiency and satety, it is advisable to perform 
rather detailed vision examinations measuring visual 
acuity for near and distance, visual fields, color dis- 
crimination, and depth perception. Instruments for 
making these tests are in general use. Detailed tests 
and records of the worker's hearing acuity before em- 
ployment and periodically thereafter are often of value, 
particularly where there is an exposure to excessive 
noise. Laboratory tests are indispensable where there 
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is an exposure to toxic substances. Chest x-rays before 
employment and periodically thereafter may be indi- 
cated for workers engaged in dusty trades, particularly 
the mineral dusts. 


Types of Examinations 


The various kinds of examinations may be classified _ 
as original, periodic, and special. Be 
Original Examinations.—Original examinations (also 
often called preemployment or preplacement exami- 
nations) are made for the express purpose of deter- 
mining and recording the physical condition of the 
prospective worker and assignment to a suitable job 
in which his disabilities, if any, will not affect his per- 
sonal efficiency, safety, and health nor the safety of 
others. The applicant (or his personal physician, on the 
applicant’s approval!) is advised of conditions needing 

attention. 

Periodic Examinations.—Periodic examinations of 
employees may be on a voluntary or required basis. 
If voluntary, it is usually customary to make the ex- 
amination on or near the birthday of each individual. 
This usually results in a reasonable spread of exami- 
nations over the calendar year and eliminates peak 
loads. If the operations involved are relatively non- 
hazardous, intervals between examinations can be as 
much as two or three years at the discretion of the 
physician. However, it is desirable that persons past 
45 years of age be examined annually inasmuch as de- 
generative disorders become increasingly manifest 


_around this period. 


A mandatory basis of periodic examination is usually 
applied to workers who are exposed to processes or 
materials that are definite health hazards or whose 
work involves responsibility for the safety of others. 
Substances like lead or carbon tetrachloride, capable 
of causing occupational disease, are usually subjected_ 


to process controls to keep the workers reasonably ™ “ 
safe from poisoning; however, caution dictates the’ 


advisability of periodic medical examination to be 
certain that the engineering controls are effective. 
This also enables early detection of the hypersuscep- 
tible individual and the worker whose personal unsafe 
practices defeat the control measures. 

Frequency of the examination will vary in accord- 
ance with the quality of the engineering control, the 
severity of the exposure and the individual findings 
on each examination. Thus, some exposures might 
justify examinations or laboratory tests of the workers 
on a monthly or quarterly basis, while in other cases 
annually or biennially may be adequate. 

In some cases, screening laboratory tests at regular 
intervals will suffice as the major portion of a periodic 
examination program with complete examinations be- 
ing made less frequently. 

Examinations of executives may be regarded as a 
special type of periodic examination of a particular 
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class of employees. While not entirely new, they are 
becoming more prevalent, and are justified, by their 
advocates, on the premise that business executives 
carry heavy and never-ending responsibilities, in- 
cluded in which mav be the welfare of large numbers 
of employees. 

While some of these programs are on a required 


basis, considerable advantage accrues when they are 
* voluntary, aided by a thorough promotional campaign 


inasmuch as individuals seeking examination are more 
cooperative and appreciative of the service. Practices 
vary regarding use of in-plant medical departments. 
lf the in-plant medical facility is staffed and equipped 
to perform any extra work involved, many feel it is 
preferable to do these examinations within the de- 
partment. Otherwise, it is best to send executives to 
outside facilities qualified to perform the required 
services. 

Special Examinations.—Special examinations may be 
indicated at time of transfer from one job to another. 
The control of communicable diseases by examination 
of those who handle food is another example of special 
purpose examinations. In many jurisdictions these are 
required by law. Many organizations find it worth- 
while to make “return to work” examinations of em- 
ployees who have been absent more than a specified 
number of days due to illness or injury. This is done 
to control communicable disease as well as to de- 
termine suitability for return to work. Upon return to 
work following such absence, a new evaluation of 
physical capacities may be necessary. Rehabilitation 
procedures may be necessary to reduce disability and 
improve the range of employability. 

Upon retirement, resignation, or termination of em- 
ployment, some organizations have found it desirable 
to make examinations and a record of the findings at 
that time. This is particularly true in operations in- 
volving definite exposure to health hazardous sub- 
stances as lead, benzol, silica, and asbestos dust. 


Report Forms 
No single examination report form has been de- 


~ vised to suit all requirements or the content of detail 


desired by various physicians. There are report forms 
by the score. Some reports in current use are so de- 
tailed they run into several pages and include two 
pages of minute detail devoted to personal history. 
There is a considerable divergence of opinion as to 
the actual value of such elaborate history detail even 
if completely honest and accurate answers can be 
obtained for every question. Other examination forms 
in use are so brief they are almost valueless as ade- 
quate records or as an indication of the detail of the 
examination. Many physicians prefer that the form 
include space to make narrative notes of any signifi- 
cant history, medical findings, and the advice given 
to the individual. 

One popular type of form is that in which the items 
of examination are arranged in a vertical column with 
four to eight blank columns alongside. The results of 
the first examination are entered in the first blank 
column and dated. Subsequent examination data are 
entered in the adjacent blank columns, thereby pro- 
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moting and facilitating comparison with earlier find- 
ings. The desired detail and arrangement of the form 
is a matter for decision by the doctor after consultation 
with management relative to scope of the examination. 


Preservation and Use of Records 


The examining physician may properly put infor- 
mation derived from industrial health examination to 
the following uses: 1. All significant findings should 
be discussed with the worker with professional dis- 
cretion. Good judgment should be used to prevent the 
raising of unnecessary fears, while emphasizing the 
importance of obtaining adequate personal medical 
care. 2. A transcript or pertinent data may be supplied 
to another physician or to health agencies, or as re- 
quired for insurance purposes on request or consent 
of employee. 3. The employer should be given a classi- 
fication of fitness to facilitate placement. A form may 
be devised for this purpose. 4. The employer should 
be notified of potentially harmful work environment 
detected through examination. 5. Governmental agen- 
cies such as courts, workmen's compensation commis- 
sions, or health authorities should be supplied with 
information on official order or when required by law. 

In all other respects the confidential character of 
health examination records should be rigidly observed 
and access should be granted only on written consent 
of the worker, preferably after preliminary discussion 
with the examining physician. Suitable filing equip- 
ment and training of personnel should be provided 
for the safekeeping and confidential maintenance of 
all medical records in the exclusive custody and con- 
trol of medical personnel. 


Fitness Classification Methods 


It is not the function of the physician to inform the 
applicant whether he is to be employed. This is the 
prerogative and duty of management, as there are 
other factors in addition to physical qualifications that 
bear upon suitability for employment. The referral of 
completed examination reports to lay persons for use 
in placement is particularly undesirable for several 
reasons. This practice violates the true physician- 
patient relationship and is an invasion of the confi- 
dential nature of such reports. Furthermore, untrained 
lay personnel are entirely unqualified to interpret 
medical facts into terms of work significance; this is 
the responsibility of the physician. 

Placement information should be conveyed by a 
separate form, based on an agreed plan. This plan or 
rating method will enable the examining physician to 
convert medical findings into meaningful industrial 
terminology. The language of industry used in de- 
scribing the physical activities and work demands of 
jobs has supplanted the once familiar but vague and 
indefinite medical admonitions, for example, “light 
work.” 

Many systems of rating are now in use. One method 
depends solely upon classification into three cata- 
gories, for example, (a) fit for any work, (b) fit for a 
specific job, or (c) rejection. Another method uses the 
following classifications: (a) physically fit for any work; 
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(b) defect that limits fitness for work and leaves ap- 
plicant eligible for certain jobs (the defect may or 
may not be correctible but may require medical super- 
vision ); and {c) defect that requires medical attention, 
is presently handicapping, and disqualifies for any 
type of employment. 

Some methods are well developed and involve a 
complete appraisal of physical capacities on a report 
identical in format to the form used in analyzing jobs 
for the physical demands required of a worker to per- 
form the job. This method has many virtues, as it 
promotes the effective matching of workers to jobs. 

From the public and industrial health standpoints, 
the only bars to immediate employment in nonhaz- 
ardous occupations should be the following findings. 
1. Communicable disease. It is obvious that com- 
municable diseases need to be brought under prompt 
control not only for the benefit of the individual but 
for the public welfare as well. This may involve the 
assistance of public health officials. 2. Incapacitating 
injury or diseases. One of the great values of an ex- 
amination program is the detection of disease in its 
early stages, when it is most amenable to treatment. 
Applicants with incipient but still nondisabling dis- 
orders can often be employed while they secure treat- 
ment from their personal physicians. Many applicants 
with incapacitating injury or disease can be referred 
to rehabilitation agencies for effective assistance in 
improving their employability and job opportunities. 
3. Mental illness in which impaired judgment or ac- 
tions prevent cooperative effort. It is not generally 
appreciated by laymen that there is a significant per- 
centage of persons having mental illness or emotional 
disturbance. These aberrations can be of many de- 
grees and frequently can be important enough to act 
as a bar to employment. The trained physician can 
frequently detect them at the time of examination. 


The Sympathetic Questioner.—We have to show . . . students 

. that throughout the life of every patient there is a con- 
tinuous series of fluctuations in health, that each body inherits a 
different reaction to stress, that a particular disease is brought 
on by a number of quite different etiological factors; and that 
an accurate knowledge of the patient’s heredity and environ- 
ment is of an importance equal to all the diagnostic and labora- 
tory helps that we have to hand nowadays. It is here that we 
should stress the question of our chronic patierts. In hospital 
the student gets the idea that the natural sequence of events is 
consultation, diagnosis, treatment, cure. But a vast amount of 
the work of general practice consists in dealing with one-way 
processes in disease and degeneration, and we have to try to 
help people to live as best they can along with infirmities which 
we can only alleviate. So the student must see that this type of 
case—a chronic case—is really the highest test of good general 
practice, never to let these patients feel that nothing more can 
be done for them, always to give them encouragement and help. 
And, incidentally, to remember that it is these people who can 
draw on their long experience of doctors of every sort to tell 
their neighbors whether they think we are any good or not! We 
can emphasize the importance of the mentality of the patient, 
the influence of mind over matter, or psychosomatic medi- 

. He must learn to help the patient to “bare his mind” 

as readily as he will “bare his chest.” For instance there is often 
a fear of disease (especially of cancer), that underlies the trivial 
symptoms but which the patient dare not admit openly at first 
and will only confess to a sympathetic questioner.—G. O. Bar- 
ber, O.B.E., M.B., B. Chir., Medical Education and the General 
Practitioner, The Practitioner, January, 1956. 
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MEDICINE AND THE LAW 


The Judicial Council, having formulated and 
adopted its decision in the matter of the appeal of Dr. 
Charles E. Bolinger to the Judicial Council, has 
authorized the publication of the opinion in THE 
Journat in the column Medicine and the Law. 


IN THE MATTER OF THE APPEAL OF 
DR. CHARLES E. BOLINGER TO THE 
JUDICIAL COUNCIL OF THE AMERICAN 
MEDICAL ASSOCIATION 


There has been submitted to the Judicial Council of 
the American Medical Association for determination 
and decision the appeal of Dr. Charles E. Bolinger 
from the proceedings and orders of the Union County 
Medical Society and the Ohio State Medical Associa- 
tion. The action of the State Association was an order 
suspending Dr. Bolinger from membership in the 
Union County Medical Society from Dec. 17, 1954, 
until Jan. 1, 1960. 

At its meeting on March 22. 1956, the Council con- 
sidered the briefs and heard the oral arguments of 
counsel for Dr. Bolinger, the Union County Medical 
Society, and the Ohio State Medical Association. Dr. 
Donaldson was absent, and Dr. Woodhouse was 
excused from the case at his own request. The remain- 
ing members of the Council, constituting a quorum, 
have made a thorough study of the entire record filed 
in connection with the appeal and have carefully 
considered the briefs and oral arguments presented. 

At a special meeting convened this 27th day of 
April, 1956, the Judicial Council reached the decision 
stated in this opinion. 


Questions Before the Judicial Council 
In his Statement of Appeal filed with the Judicial 


- Council Dr. Bolinger has alleged 13 errors of law and 


procedure in the actions of the Union County Medical 


Society and the Ohio State Medical Association. These... 


assignments of error contend: 

Assignment (a).—That the second Board of Censors 
of the Union County Medical Society did not have 
jurisdiction to hear charges for a number of reasons. 

Assignments (b), (c), and (d).—That the evidence 
presented was not sufficient to sustain the charges upon 
which the actions of the county and state medical 
societies were predicated. 

Assignments (e) and (f).—That “required efforts” at 
conciliation were not attempted by either the county 
or state society. 

Assignment (g).—That the State Association had no 
authority to modify the order of the Union County 
Medical Society 

Assignment (h).—That the decision of the State Asso- 
ciation is without effect since it was not signed by 
certain officers of the Association, 

Assignments (i), (k), and (m).—That the findings by 
the county and state society were in error and were 
“arbitrary,” “contrary to law,” and deprived the Appel- 
lant of a property right. 
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Assignment (j).—That the County Association con- 
sidered the matters alleged against the Appellant as 
one charge, whereas the State Society considered them 
as separate charges. 

Assignment (l).—That certain members of the County 
Medical Society were prejudiced against the Appellant 
and planned his expulsion from the Society before 
. formal charges were filed. 


Comments 


The attention of all parties to the proceedings is 
invited to Chapter XI, Section 10 of the By-Laws of 
the American Medical Association, which outlines the 
duties and jurisdiction of the Judicial Council. Sub- 
section (3) provides in part: “The Council shall have 
appellate jurisdiction in questions of law and proce- 
dure but not of fact...” 

By virtue of this limitation of authority, certain of 
the allegations of error presented by the Appellant in 
this case may not properly be considered. 

It is the opinion of the Judicial Council that Assign- 
ments (b), (c), and (d) in dealing with the suffi- 
ciency of proof presented at the county and state 
proceedings raise a question of fact beyond its juris- 
diction. The evidence accepted by the State Associa- 
tion as sufficient proof of Charges 1, 2, 4, and 7 against 
the Appellant appears to the Council to be competent 
and relevant. 

Assignments (j), (k), (1), and (m) refer to matters 
that are irrelevant, argumentative, or concerned with 
questions not properly before or within the jurisdiction 
of the Council. 

With respect to the questions raised in the other 
assignments of error, it is the opinion of the Council 
that the second Board of Censors of the Union County 
Medical Society was properly constituted and did have 
jurisdiction in the proceedings under consideration. It 
further appears that they operated in substantial com- 
pliance with the rules and regulations of the Society 
in a fair and impartial manner. 

._ . The requirements of the By-Laws of the County and 

State Society, with respect to efforts at conciliation, 
are worded in such broad and indefinite terms that 
they amount to recommendations rather than manda- 
tory requirements. In any event, the record in this case 
reveals that sufficient efforts were made to comply with 
such terminology as “so far as possible and expedient.” 

The remainder of the assignments of error deal with 
the authority of the State Society and the form and 
nature of the decision rendered by that body. The alle- 
gation with respect to the lack of proper signatures on 
the final order of the State Society does not appear to 
the Council to be of sufficient consequence to result 
in any prejudice to the Appellant. Further from the 
Council's reading of the Constitution and By-Laws of 
the Union County Medical Society it is not felt that the 
decision of the State Association “extended the period 
of deprivation of rights” of Dr. Bolinger nor was it 
arbitrary or in violation of law and the County Con- 
stitution and By-Laws. 

The last point raised questions the right of the State 
Association to modify the decision of a component 
county society. This question was presented recently 
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to the Judicial Council in the Appeal of the Yuma 
County, Arizona, Medical Society. In its decision in 
the case on Feb, 9, 1955, the Council stated, in part: 

. . . the state association did have, in the absence of specific 
provision to the contrary, the right to modify the punishment 
imposed by one of its component societies. It based its conclusion 
on two grounds: (1) a right of appeal would be sterile and of 
no value whatsoever if an inherent right did not exist to affirm or 
reverse the decision appealed from, and that the right to reverse 
includes the right to modify; and (2) the state association being 
the parent and chartering body possesses the right to supervise 
the actions of its component societies and this right, being in- 
herent by nature in the constituent association, is limited only by 
the restrictions found in its constitution, bylaws, rules, and 
regulation. Thus, if the right of appeal to the state association is 
granted without limitation or restriction, it must be presumed 
that the state has the right to act on appeal as its judgment 


dictates. 
Decision 


The record filed with the Judicial Council does not 
disclose that there were any contested errors or irregu- 
larities in the proceedings before the Union County 
Medical Society or the Ohio State Medical Association 
that were sufficiently consequential to prevent him 
from having a fair and impartial trial. 

For these and for the other reasons stated above, it 
is the decision of the Judicial Council that the Order 
of Suspension of the Ohio State Medical Association 
of Dec. 11, 1955, be affirmed, and that “Dr. Bolinger 
stand suspended from membership in the Union 
County Medical Society, and from all rights, preroga- 
tive and privileges pertaining thereto, from and after 
December 17, 1954 to and until January 1, 1960.” 


Home Accidents Fatal to More Men than Women.—Fatal 
accidents in and about the home are considerably more frequent 
among men than among women at the main working ages—15 
through 64—even though the men are generally not around the 
house a large part of the day. The experience among the In- 
dustrial policyholders of the Metropolitan Life Insurance Com- 
pany, covering the years 1950-54, showed that within this range 
of ages the home accident death rate among men was from 1% 
to more than twice that for women. Thus, at ages 15-24 the 
home accident death rate among male policyholders was 2.9 per 
100,000, compared with 1.4 among females; in the age range 
25-44, the rates were 5.3 and 2,5 per 100,000, respectively, and 
at ages 45-64 they were 13.2 and 7.5. Only at ages 65-74 were 
the rates practically identical for the two sexes, at a level slightly 
above 35 per 100,000. The higher mortality among men prior 
to age 65 cannot be explained by the recent upsurge in do-it- 
yourself or fix-it-yourself activities. A study two decades earlier 
showed a similar excess of home fatalities among men. More- 
over, a review of the death claim papers of the nearly 600 in- 
sured men, ages 15-64, who died in home accidents during 
1953-54 indicated that only about 6 percent of the fatal in- 
juries were sustained while the men were engaged in repair, 
maintenance, or improvement work. . . . The do-it-yourself vic- 
tims in this insurance experience included men who fell from 
ladders, roofs, or scaffolds while painting the exterior of the 
house, shingling or repairing the roof, or adjusting or installing 
television aerials on the roof... . Among the hazards which 
proved fatal to men working around the house were explosions 
of flammable liquids used to clean window screens or to remove 
paint from floors, and the explosion of an oil blowtorch used for 
soldering. . . . More males than females died from the faulty 
use of utility (illuminating) gas and from the running of auto- 
mobile motors in home garages with doors and windows 
closed. . . . Firearm accidents in and about the home were 
considerably more frequent among males than among females. 
. . . Deaths due to electric current, a relatively unimportant 
cause of death in the home, were practically limited to males.— 
Statistical Bulletin Metropolitan Life Insurance Company, 
Volume 37, January, 1956. 
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MEDICAL NEWS 


ALABAMA 


Memorial to Dr. Ayers.—The new science hall at Jacksonville 
State College was recently dedicated in memory of Dr. Thomas 
Wilburn Ayers, who died in 1954. Dr. Ayers, with a brother-in- 
law, the late Dr. John C. LeGrande, founded the Alabama 
Medical Journal and was its first editor. 


Personal.—Dr. James R. Dixon, Birmingham, has been named 
the first recipient of the Smolian Fellowship in Psychiatry, re- 
cently established by the Smolian Foundation, a private char- 
itable organization created by the Joseph Smolian family of 
Birmingham. The fellowship, which is available to a graduate 
of an accredited medical school who is interested in the study 
and practice of psychiatry, carries an annual stipend of $4,500. 
Dr. Dixon is the son of Dr. Robert E. Dixon, who has practiced 
medicine in Alberta for more than 40 years.——Dr. Paul O. 
Gilliland, recently retired army medical officer, has been ap- 
pointed public health officer of Houston County. He replaces 
Dr. Thomas J. Floyd, Abbeville, who retired because of poor 
health but will supervise public health work in Henry County 
on a part-time basis.——Dr. Eugene H. Dibble Jr., since 1924 
medical director at John A. Andrew Hospital, Tuskegee, was 
recently elected as alumnus member of the Alpha Omega Alpha 
Honor Medical Society, Gamma chapter, at Howard University 
College of Medicine, Washington, D. C. Dr. Dibble is the sec- 
ond alumni member to receive this honor.——The First Baptist 
Church of Albertville recently observed its annual Dr. Martha 
Hagood Day with services and the gathering of a large offering 
for missions in honor of Dr. Hagood, who is now serving in the 
Japan Baptist Hospital in Kyoto under the Baptist Foreign Mis- 
sion Board. Last year the offering was given toward a gas 
anesthesia machine for the hospital, and this year it will be used 
for an emergency power generator.——Dr. Arthur H. Mountford, 
Tuscaloosa, recently retired after 32 years of service with the 
Veterans Administration and as manager of the Veterans Ad- 
ministration hospital. He was at one time medical examiner at 
Boston and medical supervisor in the Washington, D. C., office 
of the Veterans Administration. Dr. and Mrs. Mountford were 
honored at a tea at the hospital, where they were presented 
with a bridge table set and a fireplace set for their new home. 


CALIFORNIA 


Smog Survey and Lung Cancer.—The state health department 
announces plans for a study of Los Angeles residents to deter- 
mine whether the lung cancer death rate is higher among persons 
who have lived a long time in smog areas than among popula- 
tions relatively free of air pollution. The study, to be made 
under the supervision of Dr. Lester Breslow, San Francisco, 
chief of the bureau of chronic diseases of the state health de- 
partment, was made possible by a grant of $31,946 from the 
American Cancer Society. In all, 75,000 to 100,000 individuals 
will be studied. 


Artery Bank Opened.—The Northern California Artery Bank 
was recently opened under the leadership of Dr. Frank L. Ger- 
bode, chairman of the California Heart Association’s committee 
on blood vessel banks for northern California. Housed in the 
headquarters of the blood bank, the artery bank is a cooperative 
effort of the Irwin Memorial Blood Bank of the San Francisco 
Medical Society, the San Francisco Heart Association, and the 
California Heart Association. It serves all communities from the 
Tehachapi to the Oregon border without fees of any kind to the 
patient, physician, or institution requesting the blood vessels 
for grafting. Arteries obtained anywhere in northern California 
are sent to the central bank in San Francisco for processing and 
then distributed through district banks located in strategic com- 
munities throughout northern California. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


CONNECTICUT 


State Medical Election.—Newly elected officers of the Connecti- 
cut State Medical Society include Dr. Ralph T. Odgen, Hartford, 


president; Dr. W. Bradford Walker, Cornwall, president- 
elect; Dr. Carl E. Johnson, New Haven, first vice-president; 


Dr. Otto G. Wiedman, Hartford, second vice-president; Dr. 
Creighton Barker, New Haven, executive secretary (reelected ); 
and Dr. Frank H. Couch, Cromwell, treasurer. 


Personal.—Dr. Francis J. Braceland, medical director, Institute 
of Living, Hartford, and clinical professor of psychiatry, Yale 
University School of Medicine, New Haven, recently received 
the Clarence E. Shaffrey, $.J., award for distinguished achieve- 
ment in the field of medicine from Dr. William J. MacMurtrie, 
Drexel Hill, Pa., president of the medical alumni of St. Joseph’s 
College, Philadelphia. 


DISTRICT OF COLUMBIA 


New Department of Preventive Medicine.—Dr. Paul B. Corn- 
ely, professor of preventive medicine and public health and 
medical director of Freedmen’s Hospital, has been named head 
of the recently established department of preventive medicine 
and public health at Howard University College of Medicine, 
Washington, D. C. Dr. Cornely joined the faculty of the college 
of medicine in 1934 as assistant professor of preventive medicine 
and public health and in 1942 became professor and head of 
the department of bacteriology, preventive medicine, and pub- 
lic health. At the dedicatory ceremonies an address was deliv- 
ered by Dr. John Cary Gilson of the Pneumoconiosis Research 
Unit, Llandough Hospital, United Kingdom. 


FLORIDA 


State Medical Election.—Officers of the Florida Medical Asso- 
ciation include Dr. Francis H. Langley, St. Petersburg, presi- 
dent; Dr. William C. Roberts, Panama City, president-elect; 
Dr. Meredith Mallory, Orlando, 1st vice-president; Dr. Kenneth 
A. Morris, Jacksonville, 2nd vice-president; Dr. Cecil M. Peek, 
West Palm Beach, 3rd vice-president; and Dr. Samuel M. Day, 
Jacksonville, secretary-treasurer. 


ILLINOIS 


Clinics for Crippled Children.—The University of Illinois divi- ~~ 


sion of services for crippled children has scheduled the follow- 


ing clinics to which any private physician may refer or bring 


children for consultative services: 


July 10, East St. Louis, St. Mary’s Hospital; Peoria, Children’s Hospital. 
July 11, Carrollton, Carrollton Grade School; Joliet, Will County Tuber- 
culosis Sanatorium. 
July 12, Cairo, Public Health Building; Elmhurst (cardiac), Memorial 
Hospital of DuPage County; Springfield, St. John’s Hospital; Sterling, 
ield House. 
July 13, Chicago Heights (cardiac), St. James Hospital. 


University News.—Robert C. King, Ph. D., for five years a staft 
member of the biology department of the Brookhaven National 
Laboratory, Upton, Long Island, N. Y., has joined the North- 
western University faculty in Evanston as assistant professor of 
biological sciences. He teaches elementary and advanced courses 
in genetics, including study and experiments in plant and ani- 
mal mutations and radiation genetics. 


Chicago 


Dr. Tucker Honored.—Dr. Beatrice E. Tucker, medical director 
of Chicago's Maternity Center since 1932, has been chosen by 
the Women’s Advertising Club of Chicago as one of the city’s 
three most outstanding women for 1955-1956. Dr. Tucker, who 
is senior attending obstetrician and gynecologist at Wesley Me- 
morial Hospital and associate attending obstetrician at Chicago 
Lying-In Hospital, is an assistant professor at Northwestern 
University Medical School. 
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Hospital News.—The first of two new premature baby centers 
to be opened in Chicago under state aid was recently put into 
operation at Grant Hospital. Funds were made available under 
the Illinois health department’s premature babies program. The 
center accommodates 20 infants. The hospital also expanded 
and modernized one floor in its west wing for pediatric service. 
Cost of remodeling and equipping the new center was under- 
written by the Egon W. Fischman Memorial Foundation of 
Grant Hospital. 


Dr. Benson Appointed at Johns Hopkins.—Dr. Donald W. Ben- 
son, assistant professor of anesthesiology at the University of 
Chicago School of Medicine, has been appointed associate pro- 
fessor and anesthesiologist-in-charge at the Johns Hopkins Uni- 
versity School of Medicine and Hospital in Baltimore. Dr. Benson 
will have direct supervision of all anesthetics used in the hospital’s 
general operating rooms, will supervise training of physicians 
and nurses in anesthesiology, and will continue research proj- 
ects begun at Chicago concerning the effects of the distribution 
of various types of anesthetics in the blood, fat, muscle, and 
nerve tissue in humans. 


Radioisotope Lectures in South America.—As part of the “atoms 
for peace” program, Dr. John A. D. Cooper, associate professor 
of biochemistry, Northwestern University Medical School, will 
direct a course on radioisotope techniques in biology and med- 
icine, July 9-Aug. 18, under the auspices of the Brazilian 
National Research Council and Institute of Biophysics of the 
University of Brazil in Rio de Janeiro. He also will make a three- 
month lecture tour of South American universities and scientific 
societies. At a June meeting of the Brazilian Association for the 
Advancement of Science in Ouro Preto, Brazil, Dr. Cooper spoke 
on the action of radiation on living cells, based on research 
studies at Northwestern University. In Venezuela he will discuss 
histamine metabolism in humans, from work with “tagged” 
histamine attempting to disclose some of the underlying dis- 
turbances that might play a role in causing allergies. A new 
method for studying kidney function with radioactive inulin 
will be described at the Biological Institute of the University of 
Sao Paulo, Dr. Cooper, recently named an assistant dean of the 
medical school, directed the first course in any medical school 
on the application of nuclear physics in biology and medicine. 


INDIANA 

Residency Training Program in Psychiatry.—The Indiana Uni- 
versity School of Medicine is offering appointments in a three- 
year approved and recently expanded residency training program 
in psychiatry on the Indiana Medical Center campus in Indian- 
apolis. Actively participating training units include the La Rue D. 
Carter Memorial Hospital, an acute treatment center for 200 
adults and 50 children inpatients, the Tenth Street Veteran’s 
Administration Hospital with 116 psychiatric beds, and the 
Indianapolis General Hospital with 56 adult psychiatric beds. 
During training all residents rotate through the University Child 
Guidance Clinic and the psychiatric outpatient clinic with con- 
sultation services under senior supervisors in three of the univer- 
sity hospitals. The stipend for the first year of training is $4,380, 
the second year $4,800, and the third year $5,760, Opportunities 
are also available for fourth and fifth-year appointments leading 
to permanent departmental staff positions in both the clinical 
and the research field. Information may be obtained from Dr. 
John I. Nurnberger, Chairman, Department of Psychiatry, In- 
diana University Medical Center, 1100 W. Michigan St., Indian- 
apolis 7. 


MARYLAND 


State Medical Election.—Newly elected officers of the Medical 
and Chirurgical Faculty of the State of Maryland include Dr. 
C. Reid Edwards, Baltimore, president; Drs. S. James T. Marsh, 
Westminster, Alexander C. Dick, Chestertown, and Richard W. 
TeLinde, Baltimore, vice-presidents; Dr. Everett S$. Diggs, Balti- 
more, secretary; and Dr. Wetherbee Fort, Baltimore, treasurer. 
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MASSACHUSETTS 


Memorial Research Laboratories.—The Joseph Stanton Memo- 
rial Research Laboratories were recently opened at Saint Eliza- 
beth’s Hospital, Boston, with facilities for experimental and 
clinical research. Dr. Mario Stefanini, director of the new 
laboratories, built at a cost of $500,000, supervises research in 
hematology and Dr. Robert M. Spellman surgical research. The 
laboratories offer facilities for research to members of the 
visiting and resident staff as well as to medical students from 
Tufts College Medical School in Boston. 


Librarian Appointed.—At its annual meeting the Boston Medical 
Library elected as trustees Drs. Richard Schatzki, Lamar 
Soutter, and J. Hartwell Harrison. Officers of the library are: 
Dr. Arthur W. Allen, president, Dr. Franz J. Ingelfinger, secre- 
tary, Dr. Howard B. Sprague, treasurer, Dr. Joseph Garland, 
assistant treasurer, and Dr. Walter G. Phippen, president emeri- 
tus. Dr. Henry R. Viets, formerly librarian, was elected curator, 
and the appointment of Charles C. Colby III as librarian was 
announced. The address of the evening was given by Dr. Chester 
S. by professor of medicine, Boston University School of 
Medicine. 


Arthritis Clinic for Outpatients.—The Robert B. Brigham Hos- 
pital, Boston, announces the opening of an outpatient clinic 
for diagnosis and treatment of arthritic problems of adults ad 
children. As a teaching center in arthritis and orthopedic sur- 
gery, the hospital is allied with the Harvard Medical School, 
Boston University School of Medicine, and Tufts College Medi- 
cal School; it serves also as a center of instruction in physi 
therapy for Boston University and Tufts, in social work for 
Simmons College, Boston, and in occupational therapy for the 
University of New Hampshire, Durham, and the Boston School 
of Occupational Therapy. 


Award to Dr. Seaver.—At a dinner sponsored by the Alumni 
Association of the New Organization School for Graduate 
Dentists, on March 8 at the Hotel Shelburne, New York, Dr. 
Edwin P. Seaver, New Bedford, was presented with the Victor 
Stoll Memorial award. This award is given, from time to time, 
by the Group for Research in Oral Orthopedics to members of 
the dental, medical, or allied professions who have made signifi- 
cant contributions in the field of oral orthopedics. Dr. Seaver is 
a past-president of the Massachusetts Medical Society, South 
Bristol and New Bedford districts, and the New Bedford Har- 
vard Club. 


Dr. Aub Honored.—Dr. Joseph C. Aub, since 1943 professor of 
medical research, Harvard Medical School, and director of 
medical laboratories at the Collis P. Huntington Memorial 
Hospital, Boston, received the Bertner Foundation award at a 
banquet in Houston, Texas, after which he presented the Bert- 
ner Lecture, “Cancer Research is Growing Up,” before the 10th 
annual Symposium on Fundamental Cancer Research presented 
by the University of Texas M. D. Anderson Hospital and Tumor 
Institute. The award was bestowed on Dr. Aub “for his inspira- 
tional teaching, his untiring work for institutional and individ- 
ual grants, his research in metabolics which established 
methods which are the foundation of present day metabolic 
studies .. .” Dr. Aub is affiliated with Peter Bent Brigham Hos- 
pital, Palmer Memorial Hospital, Beth Israel Hospital, Massa- 
chusetts Eye and Ear Infirmary, all in Boston, and the South 
County Hospital in Wakefield, R. I. He has served as president 
of Ella Sachs Plotz Foundation, the Society of Endocrinology, 
New England Cancer Society, the American Association for 
Cancer Research, and the Gerontological Society. 


Dr. Leavell on Leave to India.—Dr. Hugh R. Leavell, professor 
of public health practice and assistant dean at the Harvard 
School of Public Health, Boston, has been granted a year’s leave 
of absence to serve as advisor to the government of India on 
problems of community sanitation and child and maternal 
health. Dr. Leavell will serve under a grant given by the Ford 
Foundation to the Indian government. From headquarters in 
New Delhi, Dr. Leavell will help organize a program for train- 
ing Indian health workers and on the evaluation of ways in 
which the cooperation of Indian villagers can best be attained 
in community health projects. He will also seek further means 
of implementing the teaching of foreign students in the Harvard 
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School of Public Health through increased understanding of 
their public health problems. Dr. Leavell will work through 
public health training centers near New Delhi, Calcutta, and 
Madras. Dr. Leavell, a past-president of the American Public 
Health Association and currently president of the National 
Health Council, formerly served as director of public health in 
Louisville, Ky., and as professor and head of the department of 
public health at the University of Louisville. He joined the 
Harvard School of Public Health faculty in 1946 after service 
as deputy director of the European Regional Office, United 
National Relief and Rehabilitation Administration, and assistant 
director, division of medical sciences, Rockefeller Foundation. 
Dr. Leavell is a past-president of the American Public Health 
Association. 


MICHIGAN 


University News.—In announcing its 32-week training course 
for psychiatric aides, Wayne University College of Nursing, 
Detroit, stresses the need for male psychiatric aides. Appli- 
cations from both men and women, 18 to 50 years old, are 
being accepted for the class, which will begin in September. 
An allowance of $125 a month to cover expenses is given 
each student during training. The program includes classroom 
instruction and carefully supervised practice in caring for 
mental patients at Northville State Hospital. The college of 
nursing and the Michigan Department of Mental Health offi- 
cials plan to review each aide for job placement. 


Summer Camp for Diabetic Children.—Camp Midicha, a sum- 
mer camp for diabetic boys and girls 6 to 14 years old spon- 
sored by the Michigan Diabetes Association from Aug. 12 to 25, 
utilizes the facilities of Camp Tau Beta, located 65 miles north 
of Detroit. Diabetic children on a controlled regimen will be 
accepted. Facilities limit registration to 50. A physician and 
nurse are in attendance. Trained dietitians and cooks familiar 
with diabetic diets staff the commissary. Individual attention is 
given to each child’s diet. The camp is supported by donations 
of money, time, and supplies, in addition to fees received from 
campers. It costs about $100 per child to run the camp for two 
weeks. The minimum fee is $70, with a registration fee of $5. 
Camperships or a reduction in fee may be arranged for those 
who cannot afford to pay the full fee. Full information may 
be secured by writing Director, Camp Midicha, 1120 Macca- 
bees Bldg., Detroit. 


MINNESOTA 3 


Society News.—Officers of the Minnesota Academy of Ophthal- 
mology and Otolaryngology include Dr. Karl E. Sandt, Minne- 
apolis, president; Dr. John H. Peterson, Duluth, _ first 
vice-president; Dr. John B. Erich, Rochester, second vice- 
president; and Dr. Malcolm A. McCannel, Minneapolis, secre- 
tary-treasurer. 


Professorship in Cardiac Research.—The Rappaport professor- 
ship in cardiac research was recently established by the Uni- 
versity of Minnesota regents, and a proposal of the Mount 
Sinai Hospital board of governors to use a gift of $10,000 a 
year from the Rappaport family for the new research position 
was approved. An initial gift of $55,000 has been made as a 
memorial to the late Edward Rappaport. The research professor 
will do most of his work at the Jay Phillips Research Laboratory 
at Mount Sinai Hospitai. 


MISSOURI 


Society News.—At the 68th annual St. Louis City Hospital 
Alumni Association meeting April 9, meritorious plaques were 
presented to Drs. Treston R. Ayars and Henry Rosenfeld. The 
following officers were elected: president, Dr. Joseph C. Peden 
Jr.; vice-president, Dr. William D, Hawker; treasurer, Dr. Lee 
~A. Hall; and secretary, Dr. Drennan Bailey. 


NEBRASKA 

Research Laboratory at the University.—Construction was be- 
gun Feb. 6 on the $250,000 Medical Research Laboratory of 
the University of Nebraska College of Medicine, Omaha. The 
laboratory will have individual cages for 72 dogs and separate 
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facilities for monkeys, guinea pigs, rats, and mice, as well as 
outside exercise pens “with built-in sound deadener to cut 
down noise.” There will be a radioisotope laboratory, autopsy 
room, two major operating rooms, and separate rooms for each 
research project. The building will be air conditioned, with 
each animal section having separate temperature control. The 
research laboratory is the second building in the medical 
college’s 6-million-dollar expansion program. 


Grants in Cardiology.—The Nebraska Heart Association tre- 
cently made its first grants to individual scientists. Dr. Gordon 
E. Gibbs, associate professor of pediatrics, and Herbert P. 
Jacobi, Ph.D., associate professor of biochemistry, University 
of Nebraska College of Medicine, Omaha, were among those 
who received grants under the new Project Research Program 
of the association. The association bestowed a grant of $10,000 
on the college of medicine, to be used for research on the heart 
and blood vessels during the current school year. The grant was 
increased to double the amount given last year to enable the 
school to prepare for establishment of a Heart Fund Chair of 
Cardiovascular Research. 


NEW YORK 


Jean Redman Oliver Lecture.—The annual Jean Redman Oliver 
Lecture, sponsored by the Phi Lambda Kappa fraternity in honor 
of Dr. Jean Redman Oliver, distinguished service professor 
emeritus of pathology at the State University of New York 
College of Medicine at New York City, Brooklyn, was presented 
by Homer W. Smith, Sc.D., chairman, department of physiology, 
who discussed “The Development of Modern Renal Physiology.” 


Scholarship Directory.—The 1956 Directory of Scholarships, 
Fellowships, and Loan Funds, offered by the 38 colleges of the 
State University of New York and prepared as a guidance tool 
for student counselors, parents, and prospective students, de- 
scribes more than 730 scholarships valued at over $200,000 and 
includes treatment of New York state scholarships, federal 
scholarship and fellowship programs, and United Nations pro- 
grams. A bibliography on scholarships concludes the directory, 
a copy of which may be obtained by writing to Public Relations 
Office, State University of New York, Albany 1. 


Appointments at Brookhaven.—Dr. Lee E. Farr, medical direc- 
tor of Brookhaven National Laboratory, Upton, announces the 
following appointments to the staff of the medical department. 
Dr. Stuart W. Lippincott, professor of pathology, University of 
Washington School of Medicine, Seattle, since 1946, has been 
given a senior appointment in the division of experimental 
pathology and is pathologist to Brookhaven National Laboratory 


Hospital. Dr. Carleton McK. Neil, resident at Bellevue Hospital, ~ 


serves on the medical staff of the hospital and is carrying on 


work on the use of radioactive isotopes in diagnosis and therapy. — 


Dr. Donald C. Borg, who served for two years in the Navy as 
analysis officer in radiobiological research on the Armed Forces 
Special Weapons Project, has been appointed a research asso- 
ciate in the division of physiology. 


Grant for Poliomyelitis Study.—The New York State Department 
of Health has announced a grant of $23,900 for a study of some 
problems involved in field testing and using the Salk poliomyelitis 
vaccine by Dr. Francis A. J. lanni, assistant professor of anthro- 
pology and psychology at Russell Sage College, Troy. Among 
the subjects ta be studied are factors that influenced families to 
determine whether their children should or should not be vacci- 
nated; the differences between participating and nonparticipating 
families; the relative roles of fear and knowledge in bringing 
about participation in the program; and the public attitude to- 
ward science and medical research of the type carried on in the 
1954 field trials. An advisory board will guide the various phases 
of research and provide consultation services to the research staff. 


University Program for Korean Physicians.—Under the sponsor- 
ship of the American-Korean Foundation and with the coopera- 
tion of Dr. Choi Sang Chai, president of Chonnam University, 
and Dr. Howard A. Rusk, New York, chairman of the board of 
the foundation, four young Korean physicians of the Chonnam 
University Medical College in Kwangju City, South Korea, re- 
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ceived special training at New York University-Bellevue Medical 
Center before returning to the faculty of Chonnam University in 
June. The Korean doctors studied American methods of teaching 
students in four of the basic sciences: anatomy, pathology, 
physiology, and microbiology. A fifth member of the team 
observed teaching methods in pharmacology at Cornell Univer- 
sity Medical College. According to Dr. Young Che Kim, chair- 
man, department of pathology at Chonnam University Medical 
College, the Chonnam University Medical College was founded 
in 1944 and the three additional schools developed since that 
time gg the total of medical schools in the Republic of Korea 
to eight. 


Personal.—Dr. Arthur J. Bedell, Albany, has been elected an 
honorary member of the Ophthalmological Society of South 
Africa.——Dr. Willis M. Weeden, medical director, Workmen’s 
Compensation Board, State of New York, has been designated 
by the International Association of Industrial Accident Boards 
and Commissions as chairman of the newly established commit- 
tee on atomic energy.——Dr. William A. Holla, White Plains, 
retiring health commissioner of the Westchester County Health 
District, was honored at a dinner at which more than 500 friends 
and associates paid tribute to his 25 years of service in the 
public health field in Westchester County. Dr. Edwin G. Rams- 
dell, White Plains, president of the county board of health, 
served as toastmaster, and Mr. Nelson Rockefelier, who was an 
active member of the board for many years, was the principal 
speaker.——Dr. Henry H. Shultz, Albany, assistant to the direc- 
tor of the bureau of tuberculosis case finding, New York State 
Department of Health, was provisionally appointed to the 
directorship as of April 1 to fill the vacancy caused by the re- 
tirement of Dr. William Siegal, Albany.——Dr. Charles W. Lloyd, 
associate professor of obstetrics and medicine, State University 
of New York College of Medicine, Syracuse, left recently for 
Bristol, England, where he and the co-authors, Robert Gaunt, 
Ph.D., director of endocrinologic research for the Ciba Pharma- 
ceutical Corporation, Summit, N. J., and Jerome J. Chart, Ph.D., 
of the same department at Ciba, were invited to deliver their 
paper on “The Relationship of the Adrenal Cortex and Neuro- 
hypophysis” at the Colston Symposium on the Neurohypophysis, 
sponsored by the University of Bristol. After attending the sym- 
posium Dr. Lloyd conducted a clinic on endocrinologic diseases 
at Nuremberg, Germany, and visited medical schools in Switzer- 
land, in Paris, and at the universities of London and Edinburgh. 


NEW YORK CITY 

Commemorative Food and Drug Exhibit.—In commemoration 
of the 50th anniversary of the passage of the 1906 Pure Food 
and Drugs Act, the Library of the New York Academy of Medi- 
cine is presenting an exhibit of books, pamphlets, and periodicals 
on the subject of adulteration of food and drugs in the United 
States and legislative measures to protect the consumer. The 
exhibit is open to the public, free, on week days, 9 a. m.-5 p. m. 
until Oct. 1 at 2 E. 103rd St. 


New Psychiatric Post.—Dr. Lauretta Bender, senior psychiatrist 
in charge of the Children’s Service at Bellevue Hospital for 21 
years aad a member of the hospital staff since 1930, has been 
appointed principal research scientist in child psychiatry, a posi- 
tion recently created in the state department of mental hygiene 
under the department’s new treatment program, which calls for 
greater emphasis on research in the emotional disorders of child- 
hood and adolescence. Dr. Bender will continue to serve as an 
attending psychiatrist on the children’s service and also as a pro- 
fessor of clinical psychiatry at the New York University—Belle- 
vue Medical Center. 


Pilot Project in Tuberculosis.—A three-year project to test new 
and developing methods of tuberculosis control will be conducted 
jointly in a 25-block section of lower Harlem by the New York 
City Department of Health and the New York Tuberculosis and 
Health Association, in partnership with the New York City 
Departments of Hospitals and Welfare and with the cooperation 
of various other health and welfare agencies operating in the 
project section. Plans call for a saturation program of education 
and service, with activities handled on a block-by-block, house- 
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by-house basis. Community leaders, schools, churches, and 
similar groups will help in an educational campaign to prepare 
all residents for participation in the project and to inform them 
of the medical and social services that will be made available to 
tubercular patients and their families. The section covered by 
the experimental project includes two health areas of the Central 
Harlem Health Center district with a population of approxi- 
mately 50,000 persons. 

According to 1950 census figures, half the families living in 
the two health areas had incomes of less than $2,000 a year. In 
1954, 152 new cases of tuberculosis were reported among resi- 
dents. Dr. M. Catherine Magee, central Harlem district health 
officer will direct operation of the project. Dr. Tibor Fodor, 
tuberculosis control officer in the central Harlem district, will 
provide clinical and technical guidance and assistance. 


OHIO 


Burbacher Memorial.—The Central Ohio Heart Association has 
set up a memorial at Ohio State University, Columbus, for the 
late Dr. Harry R. Burbacher, who died July 13, 1955. The asso- 
ciation gave $469.75 to provide subscriptions to medical journals, 
monographs, and other materials that will be kept in the health 
center's library. The Columbus Academy of Medicine has do- 
nated $200 for medical journals. 


Fellowship in Psychosomatic Dermatology.—Dr. Stanley E. 
Dorst, dean, University of Cincinnati College of Medicine, an- 
nounces creation of a fellowship in “psychosomatic dermatology,” 
which will be available to a physician with advanced training 
in dermatology and with an understanding of psychodermatologic 
relationships, who will participate in teaching and_ research 
activities. 


OKLAHOMA 

License Stolen.—According to the State Board of Medical Ex- 
aminers, Dr. Bedford Forrest Sullivan, Barnsdall, has reported 
the loss of his state medical license no. 3165, issued in 1921, 
which replaced license no. 1693, which was lost. License 
no. 3165 was stolen from Dr. Sullivan’s office in Barnsdall. 


Personal.—Dr. William S. Crawford, Tulsa, medical director of 
the Carter Oil Company for the past 26 years, retired May 1. 
Dr. Crawford previously served 10 years as an Army medical 
officer. He will be succeeded by Dr. Tom Hall Mitchell, Tulsa, 
who has served as assistant medical director since coming with 
the company in 1938. Dr. Mitchell served four years in the 
Medical Corps during World War Hl, attaining the rank of 
lieutenant colonel. 


OREGON 

University Hospital Dedicated.—Dedication ceremonies for the 
$6,300,000 University of Oregon Medical School Hospital were 
recently conducted in Sam Jackson Park, Portland. Dr. David 
W. E. Baird, dean of the medical school, presided. After an ad- 
dress by Gov. Elmo E. Smith, Dr. Rudolph E. Kleinsorge, Sil- 


The new teaching and research hospital (center left) on the campus of the 
University of Oregon M School was recently dedicated. The dental 
school (foreground) will be ready for occupancy in the fall. 
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verton, president, Oregon State Board of Higher Education, gave 
an address. The 14-story teaching and research center contains 
277 beds, as well as classrooms and research laboratories. Some 
of the features of the new facility are specially constructed rooms 
for treatment with radioactive isotopes; dust and allergen-free 
rooms for asthma studies; rooms for skin temperature studies; 
intercommunication system between each bed and the nurses’ 
station; piped-in oxygen in each room; and a pneumatic tube 
system for charts and records. An enclosed overpass at the 10th 
floor will connect the hospital with the outpatient clinic. This 
passage and a portion of the 10th floor will house the John E. 
Weeks Institute for Ophthalmological Research, made possible 
by a donation of $200,000 given some years ago by the late 
Dr. John E. Weeks. The ophthalmology department will con- 
tinue its children’s eye program, supported by the Elks Lodge. 
The 73-bed Doernbecher Memorial Hospital for Children, the 
second building to rise on the campus (1926), will occupy the 
top two floors (118 beds) of the new hospital. 


TENNESSEE 


Postgraduate Programs.—The University of Tennessee College 
of Medicine, Memphis, will offer nine postgraduate programs 
during the new fiscal year 1956-1957, beginning with a course 
in abdominal surgery, July 25-27. Other courses to be offered, 
the dates for which will be announced later, will be obstetrics 
and gynecology; clinical electrocardiography; radiology; psycho- 
somatic medicine; pediatrics; office urology; fractures and dis- 
locations; and general medicine. 


Anniversary Symposium at Meharry.—In observance of its 80th 
anniversary, Meharry Medical College, Nashville, presented the 
following guest lecturers in a symposium on recent advances in 


medical therapy: 
polis, Diagnosis and Therapy of Diseases Fea- 
tured by Disturbances in Gamma Globulin Metabolism 
Lester R. Dragstedt, Chicago, Some New Concepts of the Etiology of 
Gastric and Duodenal Ulcers. 
Maxwell ee Boston, Recent Advances in Treatment of Infectious 


Dise 

John M. i. Adams, Los Angeles, Entities Associated with New Respiratory 
Viruses—Differentiated Diagnosis and Treatment. 

Edward L. Howes, New York, New Sutures for Surgery. 

Theodore K. Lawless, Chicago, The Newer Trends in Dermatology. 

Ulys 0, Treatment of Thyrocotoxicosis. 

C. Paul Hodgkinson, Detroit, Thromboplastinemia in Obstetrics and 


Gynecology. 
John L. McKelvey, Minneapolis, Obstetrical Anemias. 
Samuel M, Feinberg, Chicago, Allergy: 1956 Inventory. 
Herrman L. Blumgart, Boston, Radioiodine in Treatment of Heart Disease. 
Frederick C. Robbins, Cleveland, Advances in Therapy in Pediatrics, 
with Particular Reference to Infections. 


TEXAS 


Postgraduate Medical Assembly.—The 22nd annual session of 
the Postgraduate Medical Assembly of South Texas will be held 
at the Shamrock Hilton, Houston, July 16-18. The registration 
fee ($20) includes scientific program, scientific and technical 
exhibits, three luncheons, and entertainment. Guest speakers 
and their first presentations include: 


Rufus C. Alley, Lexington, Ky., Anogenital Itching. 

George C. Andrews, New York, Pigmented Nevi and Melanoma. 

Marshall K. Bartlett, Boston, Exploration of the Common Bile Duct: 
Indications and Technique, 

Meredith F. Campbell, Miami, Fla., Indications for Urologic Examination 
in Infants and Children. 

John J. Bonica, Tacoma, Wash., Modern Concepts of Pain Control. 

Bruce Chown, Winnipeg, Canada, Haemolytic Disease of the Fetus and 
Newborn. 

F. Henry Ellis Jr., Rochester, Minn., Problems in Diagnosis and Surgical 
Management of Cardiospasm. 

Eugene B. Ferris, Atlanta, Ga., Headache, 

Louis M. Hellman, Brooklyn, N. Y., Tubal Plastic ee 

Charles H. Herndon, Cleveland, Evaluation of Back Pain. 

Elmer Hess, Erie, Pa., The General Practitioner as a Urologist. 

John B. Hickam, Durham, N.C., Pulmonary Emphysema: Functional 
Disturbances, Complications, and Therapy. 

Peter C. Kronfeld, Chicago, Present State of Tonography. 

agresh og Lindsay, Chicago, The Dizzy Patient: Diagnosis and Manage- 


Curtis . Lund, Rochester, N. Y., Management of Adnexal Tumors. 

Harold O. Peterson, St. Paul, Diagnosis of Benign Gastric Ulcer. 

R. Wayne Rundles, Durham, N.C., Serum Proteins and Proteinuria. 

Albert E. Sloane, Boston, Criteria for the Prescription of Prisms in Oph- 
thalmology. 

William H. Sweet, Boston, Diagnosis and Treatment of Intracranial 
Masses Aided by Radioactive and Stable Isot 

DeGraaf Woodman, New York, Preservation of Function in Laryngeal 
Cancer Surgery. 
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GENERAL 

Postconvention Tour to Mexico.-The American Society of 
Anesthesiologists, which will hold its annual session in Kansas 
City, Mo., Oct. 8-12, announces a nine-day postconvention tour 
to Mexico. Visits will be made to Mexico City, Xochimilco, the 
Pyramids, Cuernavaca, Taxco, and Acapulco. For information, 
write to International Travel Service, Inc., 119 S. State St., Chi- 
cago 3. 


Geriatric Homes.—The May issue of Architectural Record, which 
announces the Architectural Competition in Homes for the Aged 
sponsored by the National Committee on the Aging, contains 
a 36-page section on “Buildings for the Aging.” The publishers 
have made a limited number of copies available without charge 
to the National Committee on the Aging, National Social Wel- 
fare Assembly, 345 E. 46th St., New York 17. 


Industry and Alcoholism.—The seventh annual Conference on 
Alcoholism was recently held at John Hancock Hall, Boston, 
under the auspices of the Boston committee on alcoholism. In a 
panel of industrial and business executives it was disclosed that 
alcoholism costs industry over a billion dollars and 60 million 
man hours a year; that 10% more employees are afflicted by 
alcoholism than by tuberculosis; and that 55% more employees 
fall victim to alcoholism than those stricken by poliomyelitis. 


Oto-Ophthalmologic Clinics in Mexico.—Following the 61st 
annual meeting of the American Academy of Ophthalmology 
and Otolaryngology in Chicago, Oct. 14-17, a series of informal, 
unrehearsed clinics will be conducted in Mexico City. Special 
cases will be presented by the staffs. Planes will leave Chicago 
Oct. 20 and return (Chicago and New York) Oct. 27. The 
Mexican tour is an integral part of the 61st annual meeting. For 
travel details write: Mr. Leon V. Arnold, 33 Washington Square 
West, New York 11. 


International Meeting on Cancer Cytology.—An International 
Cancer Cytology Congress will be held in Chicago, Oct, 8-13, 
under the sponsorship of the American Society of Clinical Pathol- 
ogists, the College of American Pathologists, the Intersociety 
Cytology Council, and the International Union Against Cancer, 
during the annual meetings of the first three organizations. The 
theme of the congress will stress, but not be devoted exclusively 
to, the subject of exfoliative cytology. A joint banquet of all or- 
ganizations will be held Tuesday. 


Course in Electrocardiographic Interpretation.—A course in 
Electrocardiographic Interpretation for graduate physicians will 
be given at the Michael Reese Hospital, Chicago, by Dr. Louis N. 
Katz, director of the cardiovascular department, Medical Re- 
search Institute, and associates. The class will meet daily, 9 a. m.- 
5 p. m., from Aug. 20 through Sept. 1. Information and a copy 
of the lecture schedule may be obtained from Mrs. Margaret 
Stern, Cardiovascular Department, Medical Research Institute, 
Michael Reese Hospital, Chicago 16. 


Residency in Pulmonary Diseases.—A one-year residency in 
pulmonary diseases has been approved at the Veterans Admin- 
istration Hospital, East Orange, N. J. The appointment includes 
training in the cardiac catheterization and pulmonary function 
laboratory. Applicants must be graduates of class A medical 
schools and citizens of the United States. Under the career resi- 
dency program, this position is available at the salary of a full- 
time staff physician in the Veterans Administration as well as 
on the usual Veterans Administration resident salary schedule. 
For information, write to the Director of Professional Services, 
VA Hospital, Tremont Avenue and Center Street, East Orange, 
N 


* 


Theobald Smith Award.—The American Association for the 
Advancement of Science requests nominations for the Theobald 
Smith award of $1,000 and a bronze medal, which has been 
given yearly since 1937 (except for a lapse during the war 
years) by Eli Lilly and Company under the auspices of the 
association. The award, which will be presented at the associa- 
tion’s 123rd meeting in New York, Dec. 26-31, is given for 
“demonstrated research in the field of the medical sciences, 
taking into consideration independence of thought and original- 
ity.” Any U. S. citizen who was less than 35 years of age on Jan. 
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1, 1956 is eligible. Nominations may be made by fellows of the 
association. Six copies of all data to be submitted should be sent 
before Sept. 1 to the Secretary of Section N, Dr. Allan D. Bass, 
Department of Pharmacology, Vanderbilt University School of 
Medicine, Nashville 5, Tenn. 


Marshall Field Awards.—Marshall Field Awards Inc., (598 
Madison Ave., New York 22) announces the availability of 
awards, each consisting of $2,000, a scroll, and a statuette. The 
first awards will be made in December of this year. A minimum 
of six will be available each calendar year. The awards, which 
were established “to help focus public attention on children’s 
needs and on the areas in which improved services are required,” 
will be given to individuals, organizations, and communities in 
four general areas: education; physical and mental development; 
social welfare; and communications. Contributions of both lay 
and professional workers are eligible, and nominations may be 
submitted by any individual, organization, or community. Nomi- 
nations and requests for information should be addressed to 
Elma Phillipson, Executive Secretary, Marshall Field Awards 
Inc., 598 Madison Ave., New York 22 


Cardiological Problems in Industry.—The Armerican Heart Asso- 
ciation announces the initiation of two studies on the problems 
of heart disease victims returning to work: (1) an investigation 
of the actual physical effects of stress and strain on the circulatory 
system and (2) an inquiry into the effects of current laws, ad- 
ministrative policies and court decisions, industrial practices and 
insurance experiences in connection with employment opportuni- 
ties for cardiacs. Both studies are being conducted under the 
supervision of the association’s committee on strain and trauma, 
of which Dr. Paul D. White, Boston, is chairman. The study on the 
physical effects of stress and strain on the circulatory system is 
directed by Drs. Milton Helpern and Meyer Texon, both of New 
York. The medicolegal study, which will involve analysis of 
workmen’s compensation laws and administrative and judicial 
awards, will be directed by Dr. Norman Plummer, medical direc- 
tor of the New York Telephone Company, and Mr. Barnett Fox, 
former New York State Workmen’s Compensation referee. Mr. 
Henry D. Sayer, former New York State Industrial Commissioner, 
wi!l serve as research associate. 


Cancer Registries.—The American College of Surgeons recently 
formulated new regulations requiring properly functioning reg- 
istry of cancer patients for approval of a hospital’s cancer pro- 
gram. The college program, which considers a hospital's cancer 
activities only, is entirely separate from the Joint Commission 
on Accreditation of Hospitals. In a new manual for hospital 
cancer programs, the college’s department of professional serv- 
ices and accreditation has set forth its minimum requirements 
for approval of a cancer program. The minimum content of the 
cancer registry must include the name and address of every 
patient on whom a diagnosis of cancer is or has been previously 
made, with adequate identifying and diagnostic information 
and an abstract of the clinical record. Annual follow-up notes 
must be maintained as long as the patient remains alive. The 
program also includes detailed requirements fur the complete 
cancer hospital and for general hospitals maintaining cancer 
consultation services and cancer treatment services. 


Antiaccident Campaign.—The National Safety Council recently 
announced an intensive nationwide campaign to reduce acci- 
dental falls, focusing the attention of management and workers 
on this one type of accident. The council has singled out falls 
for special emphasis because they (1) account for more acci- 
dental deaths and injuries than any other cause, with the ex- 
ception of traffic accidents; (2) take a heavy toll of workers, 
ranking just after handling objects as the greatest source of dis- 
abling occupational injuries; (3) are costly, compensation pay- 
ments being substantially above those for other accidents; (4) 
account for more than half the injuries to office workers, ac- 
cording to a recent study of the U. S. Departm nt of Labor; and 
(5) in most cases can be prevented by voluntary individual 
behavior. Among the materials offered for the campaign are 
booklets, films, banners, posters, flip charts, five-minute safety 
talks, and safety instruction cards. For a sample booklet and a 
list of materials and prices, write to the National Safety Council, 
425 N. Michigan Ave., Chicago 11. 
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Oak Ridge Symposium.--The ninth Oak Ridge Regional Sym-- 
posium will be sponsored July 30-31 in Blacksburg, Va., by 
the Virginia Polytechnic Institute in cooperation with the Oak 
Ridge (Tenn.) Institute of Nuclear Studies, the Oak Ridge Na- 
tional Laboratory, and the U. S. Atomic Energy Commission. 
Entitled “Atomic Energy and Science,” the symposium will 
include an exhibit from the American Museum of Atomic Energy 
in Oak Ridge and a General Electric Company film, “A is for 
Atom.” The symposiums are presented for high school and col- 
lege students and faculty members, to stimulate interest in 
science and to provide up-to-date reviews of current research 
and applications of atomic energy. Topics for discussion will 
include basic nuclear concepts, radioisotopes, radiobiology, and 
industrial uses of atomic energy. 


Prevalence of Poli litis.—A to the National Office 
of Vital Statistics, the ‘following cd of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 


June 9, 1955 
A. 


To tal ll, 
Paralytie Cases 
Area Type Reported Total 
New England States 
Massachusetts ............. 3 3 1 
Middle Atlantie States 
East North Central States 
West North Central States 
South Atlantic States 
District of Columbia .. ... ........ ] 
North Carolina .............cceaeeee 2 6 
South Carolina 3 4 
East South Central States 
West South Central States 
Mountain States 
Pacific States 
Washington ......... 2 4 i) 
Oregon 1 2 4 
California .. 23 44 39 
Territories and Possessions 
Alaska ........ 
Puerto Rieo ....... oe 1 4 
Total 85 178 807 
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Dr. Gibson Appointed Director of Red Cross.—The American 
Red Cross has announced the appointment of Dr. Sam T. Gibson 
as national director of the Red Cross Blood Program to succeed 
Dr. David N. W. Grant, who joined the staff on May 1, 1951, as 
director of the blood program, assuming the additional duties 
of medical director of the organization on July 15. Dr. Grant had 
retired in 1946, with the rank of major general, as the Air Surgeon 
of the Army Air Force. Dr. Gibson has been on the Red Cross 
staff since July 1, 1949. On June 15 he will become director of 
the Blood Program and acting Red Cross medical director. Dr. 
Gibson, who went on active service with the Navy in October 
1941, later became head of the blood and plasma ‘department 
at the U. S. Naval Medical School, Bethesda, Md., and in 1945 
and 1946 served as plasma and plasma fractionation control offi- 
cer for the Navy. He left the Navy in 1946 with the rank of com- 
mander in the Medical Corps Reserve. Dr. Gibson subsequently 
served as assistant resident in medicine at Peter Bent Brigham 
Hospital, Boston, and from 1947 to 1949 was Milton Research 
Fellow at Harvard Medical School, Boston, doing clinical re- 
search with serum albumin. 


Gordon Research Conference.—The Gordon Research Confer- 
ence on Vitamins and Metabolism will be held Aug. 13-17 at 
Colby Junior College, New London, N. H., under the sponsorship 
of the American Association for the Advancement of Science. 
The Gordon Research Conferences were established to stimulate 
research in universities, research foundations, and industrial 
laboratories by an informal type of meeting, consisting of sched- 
uled lectures and free discussion groups. Meetings are held in 
the morning and in the evening, Monday through Friday, with 
the exception of Friday evening. Accommodations are available 
for a limited number of women to attend each conference, also 
for wives who wish to accompany their husbands. Children 12 
years of age and older can be accommodated. Applicants must 
state the institution or company with which they are connected 
and the type of work in which they are most interested. Requests 
for attendance at the conferences or for any additional informa- 
— be addressed to Colby Junior College, New London, 


Senior Postdoctoral Award Program.—The National Science 
Foundation announces that applications will be accepted through 
Sept. 4 for the second group of senior postdoctoral fellowships 
to be awarded by the foundation during the current calendar 
year. Names of successful candidates will be announced Oct. 
16. Candidates must be citizens of the United States with dem- 
onstrated ability and special aptitude for advanced training and 
productive scholarship in the sciences and must have at least five 
years’ experience beyond the science doctorate or its equivalent. 
Annual stipends from $2,000 to $10,000, adjusted to match as 
closely as feasible the regular salaries of the award recipients, 
may be applied toward study or research in an accredited non- 
profit institution of higher learning in the United States or abroad. 
A limited allowance to aid in defraying costs of travel for a 
fellow and his dependents will also be available. Applications and 
further details may be obtained from the Division of Scientific 
Personnel and Education, National Science Foundation, Wash- 
ington 25, D. C 


FOREIGN 


Summer School in Health Education.—The Central Council for 
Health Education (Tavistock House North, Tavistock Sq., 
London, W.C. 1, England) will conduct a summer school Aug. 
14-24 at Stoke Rochford, Lincolnshire, to consider questions of 
teamwork and techniques in health education. Key professional 
people from the health, education, and social welfare services 

overseas as well as from the United Kingdom will partici- 
pate in the conference, and a full social program will be 
arranged. The inclusive fee for the course (tuition and resi- 
dence) will be £21 (about $59). Application should be made 
to John Burton, D.P.H., medical director of the council. 


Congress of Human Genetics.—The First International Congress 
of Human Genetics will be held at the Institute of Medical 
Anatomy, Norre Allé 63, Copenhagen, Denmark, Aug. 1-6. 
The subjects of the plenary sessions include: Mutation in Man; 
Radiation Genetics and Its Human Implications; Quantitative 
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Inheritance in Man; Comparative and Experimental Pathology 
in Relation to Human Genetics; Biochemical Genetics in Man; 
Methods in Human Genetics (Family Studies and Twin 
Studies); Genetics and Medical Reserach; Medical Appli- 
cations of Human Genetics; Social Applications of Human 
Genetics; and Epidemiological Control of Hereditary Diseases. 
Further information may be obtained from the Secretariat of 
the First International Congress of Human Genetics, University 
Institute for Human Genetics, Tagensvej 14, Copenhagen N 
Denmark. 


CORRECTION 


Dr. Voorsanger Wins Chest Physicians’ Award.—In THe 
Journa., April 21, page 1417, it was stated that the annual 
award of the California chapter of the American College of 
Chest Physicians was presented to Dr. Alfred Goldman. The 
award was presented by Dr. Goldman to Dr. William C. Voor- 
sanger, San Francisco, with a certificate for ‘ ‘outstanding accom- 
plishment and service in the field of chest diseases in California 
and nationally.” 


EXAMINATIONS 
AND LICENSURE 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various locations in the 
United States and Canada, July 20. Final date for filing application was 
Jan. 20. Sec., Dr. C. B. Hickcox, 80 Seymour St., Hartford 15, Conn. 

AMERICAN Boarp oF DERMATOLOGY: Written. Various centers, July 26. 
Oral, St. Louis, Oct. 12-15, Final date for filing applications was 
April 1, Sec., Dr. B. M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 15, 1956. Final 
date for filing application was May 1. Oral Examinations in 1956. 
New York City, Sept. 21-25. Final date for filing application was April 1. 
Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN Boarp OF OpstEtrics AND GyNEcoLocy: Part I. 1957. Appli- 
cations for certification for the 1957 examinations are now being accepted 
All candidates are urged to make such application at the —_— date 
possible. Deadline date for receipt of applications, new pened, is 
October ‘1. Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN Boarp OF OpHTHALMOLOGY: Practical Examination. St. Louis, 
Oct. 20-24. Written. Jan. 21, 1957. Applications must be filed before 
July 1, 1956. Sec., Dr, Merrill J. King, Box 236, Cape Cottage Branch, 
Portland 9, Maine. 

AMERICAN Boarp OF OrtTHOPAEDIC SuRGERY: Oral. Part II. Chicago, Jan- 
uary 1957. Final date for filing application is Aug. 15. Sec., Dr. Sam 
W. Banks, 116 South Michigan Ave., Chicago 3. 

AMERICAN Boarp OF OTOLARYNGOLOGY: Written and Oral, Chicago, Oct. 
8-11. Sec., Dr. Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN BoarRD OF PATHOLOGY: Written for Pathological Anatomy and 
Clinical Pathology, Oct. 4-6. Final date for filing application is Sept. 1. 
Sec., Dr. Edward B. Smith, 1040-1232 W. Michigan St., Indianapolis 7. 


AMERICAN Boarp oF Pepratrics: Oral, Part I], New York City, Oct. 12- 
14, and San Francisco, Dec. 7-9. Sec., Dr. John McK. Mitchell, 6 Cush- 
man Road, Rosemont, Pa. 

AMERICAN Boarp or Piastic SunGERY: Miami, Oct, 17-19, Corres. Sec., 
Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BoArRD OF PREVENTIVE MEDICINE: Oral and Written. Public 
Health. Philadelphia, Nov. 8-10. Sec., Dr. Ernest L. Stebbins, 615 N. 
Wolfe St., Baltimore, Md. 

AMERICAN Boarp oF ProctroLocy: Oral and Written. Iphia, Sept. 
29. Final date for filing application was June 28. Sec., Dr. Stuart T. Ross, 
520 Franklin Ave., Garden City, N. Y. 

Boarp OF PsycHiaTry AND Nevuroiocy: Oral. New York, Dec. 
10-11 and New Orleans, Mar. 18-19. Sec., Dr. David A. Boyd, Jr., 
ri 110 Second Ave., $.W., Rochester, Minn. 


AMERICAN Boarp oF RADIOLOGY: ge Angeles, Sept. 30-Oct. 4, Final date 
for filing application was June 1. Sec., Dr. B. R. Kirklin, Kahler Hotel 
Bldg., Rochester, Minn. 


AMERICAN Boarp or SurcEry: Part I. Various Centers Throughout the 
United States and in Certain Military Centers Abroad, Oct. 31. Part Il. 
Buffalo, Sept. 24-25; Chicago, Oct. 15-16; New Haven, Nov. 19-20; 
Kansas City, Kan., Dec, 10-11; Los Angeles, Jan. 14-15; San Francisco, 


Jan. 17-18; Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 
8-9, and New York, June 10-11. 


AMERICAN Boarp oF Urno.ocy: February 1957. Sec., Dr. William Niles 
Wishard, 1711 N. Capitol Ave., Indianapolis 7. 

Boarp or THoracic SuraGERY: Written. Various centers throughout the 
country, September. Final date for filing applications is July 1. Sec., 
Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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Folsome, Clair Edwin © New York City; born in Oxford, Mich., 
Feb. 11, 1903; University of Michigan Medical School, Ann 
Arbor, 1933; also a registered pharmacist: joined the depart- 
ment of obstetrics and gynecology, rising to senior instructor, 
at his alma mater, where he became an assistant professor in 
the postgraduate division; served as consultant to the Michigan 
State Health Department and the Children’s Bureau of the 
U. S. Department of Labor; in January, 1941, was named ex- 
ecutive director of the National Committee on Maternal Health; 
during World War II joined the U. S. Public Health Service 
and was commanding officer of the Greater Atlanta, Ga., Area 
in charge of the venereal disease program; in 1944 helped to 
set up maternity and child health clinics in Puerto Rico, Haiti, 
Singapore, Tokyo, Bombay, and Taiwan; assistant professor of 
obstetrics and gynecology at the New York University College 
of Medicine from 1941 to 1951, when he became professor of 
obstetrics and gynecology at the New York Medical College, 
Flower and Fifth Avenue Hospitals; formerly vice-president 
and executive director of the Ortho Research Foundation in 
Raritan, N. J.; certified by the National Board of Medical Ex- 
aminers; specialist certified by the American Board of Obstet- 
rics and Gynecology; member of the Medical Society of New 
Jersey and Sigma Xi; past-president of the New York Fertility 
Society; fellow of the American College of Surgeons; served 
as consultant to the New York City Health Department; direc- 
tor of obstetrics and gynecology at the Flower and Fifth Ave- 
nue Hospitals, Metropolitan Hospital, and the metropolitan 
division of Welfare Dispensary; director of gynecology, Bird 
S. Coler Memorial Hospital and Home; consultant, Somerset 
Hospital in Somerville, N. J.; prepared a color motion picture 
on early detection of cancer that has been shown in the United 
States and abroad; died in Plainfield, N. J., March 19, aged 
53, of coronary occlusion. 


O’Brien, Francis John ® White Plains, N. Y.; born in Worces- 
ter, Mass., Aug. 9, 1890; University of Louisville (Ky.) 
School of Medicine, 1927; worked at Psychopathic Hospital 
in Boston, and at the Massachusetts Reformatory for Boys in 
Concord Junction; for three years conducted mental hygiene 
surveys in several states for the National Committee for Men- 
tal Hygiene; for many years medical director of the Louis- 
ville Psychological Clinic and director of the bureau of mental 
health, Kentucky State Board of Health; formerly instructor, 

ent of psychiatry, University of Louisville School of 
Medicine and on the teaching staff of Louisville City Hospital; 
served on the medical staffs of St. Joseph’s Infirmary, Norton 
Infirmary, and the Kosair Crippled Children Hospital in Louis- 
ville; in 1931 joined the board of education as assistant director 
of the Bureau of Child Guidance, serving from January, 19387, 
to April. 1938, as acting director of the bureau, director from 
April, 1938, to Feb. 13, 1941, and associate superintendent 
from 1941 to Sept. 12, 1955, when he retired as head of the 
board’s division of child welfare; from 1932 to 1938 a member 
of the faculty of the Fordham University Schcol of Social Work 
and from 1933 to 1936 taught at Hunter College, both of New 
York City; in 1955 received a medallion for distinguished 
service to the cause of education from the New York Academy 
of Public Education; past-president of the American Ortho- 
psychiatric Association; member of the American Psychiatric 
Association, National Conference on Catholic Charities, the 
Association for the Aid of Crippled Children, and the Shield 
of David Institute for Retarded Children; at his death was 
staff psychiatrist at St. Agatha’s Home and School in Nanuet, 
N. Y.; in 1952 the Holy Cross College in Worcester, Mass., 
awarded him an honorary degree of doctor of education; died 
March 13, aged 65, of coronary thrombosis. 


Kieb, Raymond Francis Charles, Beacon, N. Y.; born in Low- 
ville, N. Y., Aug. 24, 1881; Cornell University Medical Cullege, 
New York City, 1904; appointed a physician in the New York 
City Charities Department, Randall Island’s hospitals in 1904; 


@ Indicates Member of the American Medical Association. 


interned at the Matteawan State Hospital in» New York, 
where he was later assistant physician and for many years medi- 
cal superintendent; in 1910 named first assistant physician at 
Dannemora (N. Y.) State Hospital and served in that capacity 
until 1913; in 1940 appointed superintendent of the Institution 
for Male Defective Delinquents at Napanoch; formerly commis- 
sioner of correction in charge of the department of correction; 
in charge of all prisons, reformatories, hospitals for criminally 
insane, and institutions for defective delinquents in the state; 
served as head of the division of probation and chairman ef the 
board of parole and the state correction commission; a mem 

of the cabinet of the governor of the state of New York under 
Franklin D. Roosevelt; an associate member of the American 
Medical Association; member of the American Psychiatric 
Association, National Committee for Mental Hygiene, Mental 
Hygiene Committee of the State Charities Aid Association, 
New York Society for Clinical Psychiatry, Society of Medical 
Jurisprudence, American Civic Association, American Prison 
Association, and Alpha Kappa Kappa; a national and state dele- 
gate to the International Prison Congress in London in 1925, 
in Prague in 1930, and in Berlin in 1935; delegate to the Inter- 
national Congress for Mental Hygiene at Washington in 1930 
and at Paris in 1937; member of the board of the Beacon Sav- 
ings Bank; consulting neuropsychiatrist at the Highland Hospi- 
tal, where he was a member of the board of trustees; honorary 
consultant at the Vassar Brothers Hospital in Poughkeepsie, 
where he died March 11, aged 74, of arteriosclerosis. 


Price, George Merriman, Brewerton, N. Y.; born in Liverpool, 
March 3, 1865; Syracuse University College of Medicine, 1886; 
clinical professor emeritus of surgery at his alma mater, where 
he joined the faculty as demonstrator in anatomy in 1890, later 
becoming instructor, lecturer, and professor of anatomy, and 
professor of clinical surgery; fellow of the American College of 
Surgeons; past-president of the Syracuse Academy of Medicine, 
Onondaga County Medical Society, and the Central N. Y. Med- 
ical Association; served as executive director of the tumor clinic 
and twice as president of the general staff at the Hospital of 
the Good Shepherd; for many years on the staff of the Onon- 
daga General Hospital and the Syracuse Free Dispensary; for- 
merly a member of the athletic governing board at Syracuse 
University, where he was physician to the university teams; at 
one time director of the Syracuse Y.M.C.A. and of the Rescue 
Mission Alliance; died March 20, aged 91, of dehydration and 
clectrolyte imbalance, secondary to acute diarrhea of unknown 
etiology. 


Gibbon, John Heysham, Media, Pa.; born in Charlotte, N. C., 
March 16, 1871; Jefferson Medical College of Philadelphia, 
1891; professor of surgery and clinical surgery at his alma 
mater from 1903 to 1930, when he retired and became emeri- 
tus professor; veteran of the Spanish American War and World 
War I; member of the founders group of the American Board 
of Surgery; an associate member of the American Medical 
Association; member of the American Surgical Association, of 
which he was past-president; past-president of the College 
of Physicians of Philadelphia and the Philadelphia Academy 
of Surgery; consulting surgeon, Bryn Mawr (Pa.) Hospital 
and Jefferson and Pennsylvania hospitals in Philadelphia; in 
1948 Jefferson Medical College conferred on him the honorary 
degree of doctor of science; died in the Bryn Mawr (Pa.) 
Hospital March 13, aged 84, of heart disease. 


Binkley, George Ernest ® New York City; born in 1889; Uni- 
versity of Toronto Faculty of Medicine, Toronto, Canada, 1914; 
associate professor of clinical surgery at Cornell University 
Medical College; specialist certified by the American Board of 
Surgery and the American Board of Proctology; member of the 
American Proctologic Society and the American Radium So- 
ciety; fellow of the American College of Surgeons; served in the 
medical corps of the Canadian Army during World War I; 
attending surgeon emeritus at the Memorial Center for Cancer 
and Allied Diseases; on the staffs of the James Ewing Hospital 
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and St. Vincent’s Hospital; consultant, Memorial Hospital of 
Greene County, Catskill, N. Y., and the New York I ; 
died in Jainaica, British West Indies, March 15, aged 66, of 
coronary disease. 


Welch, John Edgar, New York City; born Sept. 26, 1872; 
Columbia University College of Physicians and Surgeons, New 
York City, 1900; specialist certified by the American Board 
of Otolaryngology; an associate member of the American 
Medical Association; past-president of the New York Otolaryn- 
gological Society; past-president, vice-president, and treasurer 
of the Society of Medical Jurisprudence in New York; veteran 
of World War I; served on the faculty of Fordham University 
School of Medicine; formerly on the staffs of Lying-In, Knick- 
erbocker, Fordham, and St. Elizabeth’s hospitals; at one time 
junior surgeon at Manhattan Eye, Ear and Throat Hospital; 
died in the Tompkins County Memorial Hospital in Ithaca, 
a Y., March 26, aged 83, ot cerebral thrombosis and arterio- 
sclerosis. 


Christenson, Virgil Alfred @ Salt Lake City; born in Salt Lake 
City, Aug. 29, 1905; Cornell University Medical College, New 
York City, 1933; interned at St. John’s Hospital in Brooklyn, 


N. Y.; did residency work in obstetrics and gynecology at the 


Carson C. Peck Memorial Hospital in Brooklyn; assistant clinical 
professor of obstetrics and gynecology at the University of Utah 
School of Medicine; specialist certified by the American Board 
of Obstetrics and Gynecology; member of the Utah Obstetrical 
and Gynecological Society and Phi Beta Pi medical fraternity; 
associated with the Intermountain Clinic; staff physician at 
Holy Cross Hospital, where he was chairman of the department 
of obstetrics and gynecology; died March 26, aged 50, of coro- 
nary thrombosis. 


Reisman, Henry Allen © Higganum, Conn.; born in New York 
City, April 11, 1898; Jefferson Medical College of Philadelphia, 
1922: served as clinical professor of pediatrics at the New York 
Medical College, Flower and Fifth Avenue Hospitals, New York 
City; specialist certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; fellow of the 
American College of Physicians; past-president of the Queens 
(N. Y.) Pediatric Society; practiced in Jamaica, N. Y., where 
he was attending pediatrician and president of the medical 
board at the Jamaica Hospital and director of pediatrics at the 
Queens General Hospital, served as consulting pediatrician at 
the Rockaway Beach (N. Y.) Hospital; died in Miami Beach, 
Fla., March 30, aged 57, of acute myocardial infarction. 


Glazebrook, Francis Henny, Rumson, N. J.; born in Baltimore 
in 1877; Cornell University Medical College, New York City, 
1900; an associate member of the American Medical Asso- 
ciation; formerly medical director of the New York Stock 
Exchange; fellow of the American College of Surgeons; past- 
president of the Morris County Medical Society; formerly 
vice-president of the New Jersey Surgical Society; at one time 
senior surgeon at the Morristown (N, J.) Memorial Hospital 
and consulting surgeon to the New Jersey State Hospital at 
Morris Plains: served as surgeon for the Delaware, Lacka- 
wanna and Western Railroad; died March 11, aged 79. 


Shewbrooks, Daniel Marsh, Washington, D. C.; Johns Hopkins 
University School of Medicine, Baltimore, 1915; member of the 
Medical Society of the State of Pennsylvania; an associate mem- 
ber of the American Medical Association; served during World 
War I; for many years assistant medical director of the Pennsyl- 
vania Mutual Life Insurance Company in Philadelphia; part-time 
consultant and formerly associate medical director of the Acacia 
Mutnal Life Insurance Company; died while vacationing in 
San Miguel de Allende, Mexico, Feb. 27, aged 71, of coronary 
thrombosis 


Westlake, Samuel Brownell ®@ St. Louis; born in Brooklyn, 
N. Y., Feb. 9, 1879; Baltimore Medical College, 1906; spe- 
cialist certified by the American Board of Otolaryngology; 
member of the American Academy of Opthalmology and Oto- 
laryngology, American Laryngological, Rhinological and Oto- 
logical Society, and the American Otological Society; at one 
time on the faculty of St. Louis University School of Medicine; 
served on the staffs of the Missouri Pacific Hospital, St. Mary’s 
Hospital, and the Jewish Hospital, where he died March 27, 
77, of coronary occlusion and m infarction. 


J.A.M.A,., July 7, 1956 


Allison, David Membery, Camden, N. Y.; Queen’s University 
Faculty of Medicine, Kingston, Ontario, Canada, 1900; served 
as health officer and school physician of Camden; physician for 
the New York Central Railroad before his retirement; died 
March 29, aged 77, of carcinoma of the liver. 


Allison, Harry Weamer ® Kittanning, Pa.; Jefferson Medical 
College of Philadelphia, 1911; served during World War 1; on 
the staff of the Armstrong County Memorial Hospital; died in 
the Jackson Memorial Hospital, Miami, Fla., Feb. 9, aged 69, 
of brain tumor. 


Bielski, Francis Vincent © Springfield, Pa.; Temple University 
School of Medicine, Philadelphia, 1925; formerly practiced in 
Chester, Pa.. where he served on the staff of the Chester Hos- 
pital; on the staff of the Taylor Hospital in Ridley Park; died in 
the Temple University Hospital, Philadelphia, March 26, aged 
57, of squamous cell cancer of the larynx. 


Bryant, Robert Murray, Jr., Ashland, Va.; George Washington 
University School of Medicine, Washington, D.C., 1937; in- 
terned at the Gallinger Municipal Hospital in Washington, 
D.C.; served a residency at the City Hospital in St. Petersburg, 
Fla.; ‘died in St. Albans Sanatorium, Radford, Feb. 13, aged 49. 


Cunnie, James Henry David, Philadelphia; Temple University 
School of Medicine, Philadelphia, 1927; on the staffs of the 
Misericordia and St. Mary’s hospitals in Philadelphia, and the 
Fitzgerald Mercy Hospital in Darby, Pa., where he died April 6, 
aged 53, of coronary occlusion. 


Donahue, John Quinn, St. Petersburg, Fla.; Albany (N. Y.) 
Medical College, 1923; formerly practiced in Jamaica, N. Y.; 
died Feb. 14, aged 62, of coronary disease. 


Douglas, Clyde Benton, Garland, Texas; University of Texas 
School of Medicine, Galveston, 1950; interned at the Parkland 
Hospital in Dallas; served a residency at the John Sealy Hos- 
pital in Galveston; died Jan. 11, aged 31. 


Driscoll, John Joseph, Jr., Lewiston, Pa.; Temple University 
School of Medicine, Philadelphia, 1943; interned at the Grass- 
lands Hospital in Valhalla, N. Y.; veteran of World War II; 
practiced at Reardon, Wash.; served on the staff of the Sacred 
Heart Hospital in Spokane, Wash.; on the staff of the F. W. 


- Black Community Hospital; died in the Geisinger Memorial 


Hospital in Danville March 26, aged 39, of coronary occlusion. 


Ephraim, Meyer, Baltimore; University of Maryland School of 
Medicine and College of Physicians and Surgeons, Baltimore, 
1918; member of the Medical and Chirurgical Faculty of Mary- 
land; died Dec. 24, aged 61. 


Fanning, John Leland @ Sacramento, Calif.; College of Phy- 
sicians and Surgeons of San Francisco, 1918; specialist certified 
by the American Board of Dermatology and Syphilology; mem- 
ber of the American Academy of Dermatology and Syphilology; 
on the staffs of the Mercy, Sutter, and Sacramento County hos- 
pitals: died March 16, aged 60, of carcinoma of the lung. 


Graney, Charles D., Le Roy, N. Y.; University of Buffalo 
School ot Medicine, 1901; president of the board of education; 
for many years school physician; on the staffs of the Genesee 
Memorial Hospital and St. Jerome Hospital, where he died 
March 18, aged 84, of intestinal obstruction due to incarcer- 
ated right inguinal hernia. 


Hall, Edwin Perry, Oneonta, N. Y.; Hahnemann Medical Col- 
lege and Hospital of Philadelphia, 1903; specialist certified by 
the American Board of Otolaryngology; an associate member 
of the American Medical Association; member of the American 
Academy of Ophthalmology and Otolaryngology; past-presi- 
dent of the Otsego County Medical Society; veteran of World 
War I; served as health officer of the town of Oneonta; on 
the staff of the Aurelia Osborn Fox Memorial Hospital, where 
he died April 9, aged 75, of perforated duodenal ulcer. 


Jordan, John Rodolph, Ellaville, Ga.; Atlanta College of Phy- 
sicians and Surgeons, 1902; past-president of the Third Dis- 
trict Medical Society; died March 15, aged 75, of cerebral 
arteriosclerosis. 
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Kristoff, F. Vatnar © Durham, N. C.; Haskéli Islands Laee 
Knadeildin, Reykjavik, Iceland, 1941; member of the Medical 
Association of Georgia and the Harvey Cushing Society; spe- 
cialist certified by the American Board of Neurological Surgery; 
formerly a fellow in neurology and surgery at Duke Hospital 

ham, N. C., and in neurological surgery and neurology 
and pathology at the Cincinnati General Hospital; practiced in 
Atlanta, Ga.; died Feb. 4, aged 44. 


Liberace, Ettore Valentino ® Darby, Pa.; Jefferson Medical 
College of Philadelphia, 1932; fellow of the American College 
of Surgeons; served during World War II; member of the 
school board; interned at the Misericordia Hospital in Phila- 
delphia; interned at the Fitzgerald-Mercy Hospital, where he 
was chief of surgery and where he died March 8, aged 48: 


Marks, Myer ® Chester, Pa.; Jefferson Medical College of Phila- 
delphia, 1931; specialist certified by the American Board of 
Psychiatry and Neurology; on the staffs of the Sacred Heart 
Hospital, Chester Hospital, and J. Lewis Crozer Homeopathic 
Hospital; affiliated with the Taylor Hospital in Ridley Park; 
died in Philadelphia March 9, aged 51, of cerebral hemorrhage. 


Marvel, William Justin © Chicago; Rush Medical College, 
Chicago, 1905; on the staff of the Evangelical Hospital; died 
in Waynesville, Ill., Feb. 29, aged 78, of acute myocarditis. 


McCroskie, Moscoe R. ® Fairview, Okla.; Eclectic Medical 
University, Kansas City, Mo., 1911; Kansas City ( Mo.) College 
of Medicine and Surgery, 1920; died March 13, aged 70. 


McDonough, Joseph Francis © Pascagoula, Miss.; University of 
Louisville (Ky.) School of Medicine, 1937; member of the 
American Academy of General Practice; interned at the Kings 
County Hospital in Brooklyn, N. Y., and St. Mary’s Hospital 
in Huntington, W. Va.; formerly a resident at the Huntington 
Orthopedic Hospital in Huntington, W. Va.; died in the Jackson 
County Hospital March 15, aged 48. 


McIntire, Homer Marlatt © Waseca, Minn.; Rush Medical Col- 
lege, Chicago, 1913; served on the staffs of the More Hospital 
in Eveleth, Minn., and the Steptoe Valley Hospital in East Ely, 
Nev.; on the staff of the Waseca Memorial Hospital, where he 
died April 11, aged 71, of cerebral hemorrhage. 


McKenney, Elbert B., Louisville, Ky.; Kentucky School of Medi- 
cine, Louisville, 1898; an associate member of the American 
Medical Association; died in the Kentucky Baptist Hospital 
March 15, aged 85, of arteriosclerosis and cerebral thrombosis. 


Miltenberger, Arthur © Johnstown, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1912; served in the Medical Corps of the 
British Army during World War I; an examiner in the local 
branch of the Veterans Bureau; until his retirement in Septem- 
ber, 1955, was on the obstetric courtesy staffs of the Mercy 
and Lee hospitals, trom 1919 to 1946 chief in obstetrics at the 
Conemaugh Valley Memorial Hospital, where since 1947 he 
was on the courtesy staff and where he died March 30, aged 
68, of heart disease. 


McPartland, Charles Edward, West Hartford, Conn.; Johns 
Hopkins University School of Medicine, Baltimore, 1923; 
director of health; served as epidemiologist for the state depart- 
ment of health; member of the American Public Health Asso- 
ciation and the Connecticut State Public Health Association; 
in 1946 awarded the master of public health degree from Yale 
University; died in the Hartford (Conn.) Hospital March 13, 
aged 57, of cancer. 


Newton, George A. @ Freeport, N. Y.; Cornell University Medi- 
cal College, New York City, 1905; in 1938 member of the 
House of Delegates of the American Medical Association; on the 
staff of the South Nassau Communities Hospital in Rockville 
Centre, died in the Doctors Hospital March 20, aged 81, of 
hypostatic pneumonia. 


Ober, Irwin Joseph © Greensburg, Pa.; Medico-Chirurgical Col- 


lege of Philadelphia, 1906; past-president of the Westmoreland 
County Medical Society; served overseas during World War I; 
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member and past-president of the staff of the Westmoreland 
Hospital, where he served as chief of medicine; died March 28, 
aged 78, of coronary occlusion. 


Odom, James Linwood, Norfolk, Va.; University of Virginia 
Department of Medicine, Charlottesville, 1953; interned at the 
Cincinnati General Hospital in Cincinnati; served as resident at 
the Norfolk General Hospital; died Feb. 26, aged 27. 


Oxley, Francis Marion ® Batavia, Ohio; Medical College of 
Ohio, Cincinnati, 1901; a veteran of World War I; on the staffs 
of the Deaconess and St. Francis hospitals; for many years 
health commissioner of Clermont County; died in Our Lady of 
Mercy Hospital, Cincinnati, March 28, aged 77, of hypertensive 
coronary heart disease. 


Paul, William Fletcher, Philadelphia; Maryland Medical Col- 
lege, Baltimore, 1900; died in the Pennsylvania Hospital March 
28, aged 77, of myocardial infarction. 


Pennington, William Jackson ® Decatur, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1910; formerly county 
health officer; past-president of the Newton County Medical 
Society; examining physician for selectees in World Wars I and 
II; died April 11, aged 76. 


Pinckney, Charles Edward, San Antonio, Texas; University of 
Nebraska College of Medicine, Omaha, 1915; retired medical 
missionary; civilian medical officer in the office of the post 
surgeon at Fort Sam Houston; died April 11, aged 73. 


Porter, Robert William, Punta Gorda, Fla.; Hospital College of 
Medicine, Louisville, Ky., 1897; died in the Charlotte Hospital 
Feb. 21, aged 82, of coronary occlusion and arteriosclerosis. 


Richards, James Lanterman ® Wynnewood, Pa.; Jefferson 
Medical College of Philadelphia, 1916; specialist certified by the 
American Board of Obstetrics and Gynecology; fellow of the 
American College of Surgeons; served during World War I; on 
the staff of the Bryn Mawr (Pa.) Hospital, where he died 
April 3, aged 63, of cancer of the lung. 


Rittinger, Frederick © Cleveland; University of Toronto Faculty 
of Medicine, Toronto, Canada, 1920; specialist certified by the 
American Board of Pediatrics; member of the American Acad- 
emy of Pediatrics and the Cleveland Academy of Medicine; 
on the staff of St. Luke’s Hospital; died in the Cleveland Clinic 
Hospital March 22, aged 58, of cerebral hemorrhage. 


Rose, Jacob Daniel © Portsmouth, Ohio; Miami Medical Col- 
lege, Cincinnati, 1909; served two terms as county coroner; 
died in the General Hospital Feb. 1, aged 70, of pulmonary 
embolus, splenic infarction, and rheumatic heart disease. 


Rubner, Karl, New York City; Medizinische Fakultat der Uni- 
versitat, Vienna, Austria, 1938; member of the Medical Society 
of the State of New York; on the staff of the Montefiore Hospi- 
tal, where he died Jan. 24, aged 49, of carcinoma of the lung. 


Saia, Joseph John © Tacoma, Wash.; Regia Universita degli 
Studi di Bologna. Facolta di Medicina e Chirurgia, Italy, 1938; 
associated with the Indian Service; medical officer at the Tacoma 
Indian Hospital; member of the American Trudeau Society; 
died Feb. 26, aged 47, of coronary occlusion. 


Sawyer, Samuel Guy @ Portland, Maine; Medical School of 
Maine, Portland, 1900; formerly practiced in Cornish, where he 
was superintendent of schools; on the staff of the Maine General 
Hospital; died March 3, aged 85, of cancer of the prostate. 


Sherrill, Phil Minnis ® Thomasville, N. C.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1931; interned at the 
Hospital of the University of Pennsylvania, Philadelphia; served 
as secretary-treasurer of the Davidson County Medical Associa- 
tion; chief of staff, City Memorial Hospital; killed March 25, 
aged 50, when the motorcycle that he was riding was struck by 
an automobile. 


Shetter, North Withers, Lakewood, Ohio; Ohio State University 
College of Homeopathic Medicine, Columbus, 1917; specialist 
certified by the American Board of Radiology; for many years 
on the staff of the Lakewood Hospital; died in Stuart, Fla., 
March 8, aged 77. 


, 
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Sivertsen, Ivar © Minneapolis; Minneapolis College of Physi- 
cians and Surgeons, medical department of Hamline University, 
1904; a member and past-president of the Minnesota State 
Board of Medical Examiners; member of the founders group of 
the American Board of Surgery; fellow of the American College 
of Surgeons; received the Order of Knight of St. Olaf from 
King Haakon VII ot Norway; on the staffs of the Lutheran 
Deaconess Home and Hospital and the Fairview Hospital, where 
he died March 17, aged 79, of cerebral thrombosis. 


Smith, Randolph Tucker, Little Rock, Ark.; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1926; member of the 
Arkansas Medical Society; clinical professor of surgery at the 
University of Arkansas School of Medicine; a veteran of World 
War I; died in Fort Smith March 22, aged 57. 


Spier, Irving Isidor, San Francisco; Julius-Maximilians-Univer- 
sitiit Medizinische Fakultaét, Wurzburg, Bavaria, Germany, 1906; 
jeoniga at the Mount Zion Hospital, where he died March 26, 
aged 75. 


Spitzley, William Albert, Detroit; University of Michigan De- 
partment of Medicine and Surgery, Ann Arbor, 1897; from 
1897 to 1902 on the faculty of his alma mater; formerly on 
the faculty of the Wayne University College of Medicine; fellow 
of the American College of Surgeons; past-president of the 
Detroit Academy of Medicine; served overseas during World 
War I; associated with the Detroit Tuberculosis Sanatorium, 
Woman’s Hospital, and the Harper Hospital, where he died 
March 17, aged 82, of arteriosclerosis. 


Stackhouse, Wade, Dillon, S$. C.; Vanderbilt University School 
of Medicine, Nashville, Tenn., 1891; in 1908 elected to the 
state senate; for many years chairman of the county board of 
commissioners; died March 17, aged 88. 


Stiffle, Abraham Maurice, New Bedford, Mass.; Tufts College 
Medical School, Boston, 1928; specialist certified by the Amer- 
ican Board of Psychiatry and Neurology; member of the Amer- 
ican Psychiatric Association and the Massachusetts Medical 
Society; from 1941 to 1946 clinical director in psychiatry at 
_ the Taunton ( Mass.) State Hospital; consultant in neuropsy- 
chiatry at the Morton Hospital in Taunton; consultant at Sas- 
saquin Sanatorium; on the staff of St. Luke’s Hospital, where 
he died March 17, aged 53, of coronary thrombosis. 


Stimpson, Robert Tula ®@ Winston-Salem, N. C.; University 
of Pennsylvania School of Medicine, Philadelphia, 1927; for- 
merly director of the division of vital statistics of the North 
Carolina State Board of Health at Raleigh; on the staff of the 
City Memorial Hospital, where he died March 1, aged 57, of 
acute leukemia. 


Strough. George W., Lincoln, Neb.; Omaha Medical College, 
1896; veteran of the Spanish-American War and World War I; 
died in the Veterans Administration Hospital, Fort Lyon, Colo., 
March 6, aged 85. 


Swift, Karl Leroy @ Detroit; Wayne University College of 
Medicine, 1935; past-president of the Wayne County Academy 
of General Practice and Michigan Academy of General Prac- 
tice; member of the American Academy of General Practice; 
chief of general practice section, Woman’s Hospital; on the 
staff of the Henry Ford Hospital, where he served an intern- 
ship, and the Grace Hospital, where he died March 24, aged 
58, of acute coronary occlusion. 


Thompson, Joseph Winter, Moscow, Idaho; Missouri Medical 
College, St. Louis, 1897, on the staff of the Gritman Memorial 
Hospital, where he died Feb. 27, aged 83, of coronary occlusion. 


Todd, Hobart Hare, Skokie, Lll.; Loyola University School of 
Medicine, Chicago, 1940; served a residency at the New York 
Post Graduate Medical School and Hospital in New York City, 
where he interned; certified by the National Board of Medical 
Examiners; served during World War II; died in Chicago in 
March, aged 43. 

Tomkins, John E. C. @ Yukon, Okla.; McGill University Fac- 
ulty of Medicine, Montreal, Canada, 1893; died March 21, 
aged 87, of a heart attack. 
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Vicars, Thomas Garrard, Pineville, Ky.; University of Louis- 
ville (Ky.) Medical Department, 1905; died in the Pineville 
Community Hospital March 24, aged 83, of cerebral thrombosis. 


von Trebra, Robert L. ® Chetopa, Kan.; Keokuk (Iowa) Medi- 
cal College, 1897; served as mayor, councilman, school 
member, and as a member of the state legislature; on the staff 
of the Mercy Hospital in Parsons, where he died March 11, 
aged 85, of cerebral arteriosclerosis. 


Wanderman, Daniel Norman @ New York City; New York 
Homeopathic Medical College and Flower Hospital, New York 
City, 1931; specialist certified by the American Board of Ob- 
stetrics and Gynecology; fellow of the American College of 
Surgeons; served as lecturer in gynecology at the New York 
Polyclinic Medical School and Hospital; on the staffs of the 
Sydenham Hospital and the Mount Sinai Hospital, where he 
died March 8, aged 50, of acute coronary thrombosis. 


Weed, Floyd Alberti @ Torrington, Conn.; Albany (N. Y.) 
Medical College, 1912; fellow of the American College of Sur- 
geons; on the staff of the Charlotte Hungerford Hospital; died 
. Clearwater Beach, Fla., March 2, aged 68, of coronary oc- 
clusion. 


Weintraub, Sydney © New York City; Columbia University 
College of Physicians and Surgeons, New York City, 1918; pro- 


- fessor of clinical radiology at Cornell University Medical Col- 


lege; served during World Wars I and II; on the staff of the 
New York Hospital, where he died March 24, aged 61. 


Welles, Henry Journeay, Minneapolis; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1901; 
deputy coroner of Hennepin County from 1948 to 1953; died 
Feb. 26, aged 80, of coronary disease. 


Wessell, Maurice Sanford © Burlington, Kan.; Albany (N. Y.) 
Medical College, 1927; fellow of the American College of Sur- 
geons; formerly associate professor of surgery at the University 
of Arkansas School of Medicine, Little Rock; veteran of World 
War II; served as chief surgeon for the Veterans Administra- 
tion Hospital in North Little Rock; at one time on the staft 
of the Hiawatha (Kan.) Community Hospital; on the staff 
of the Coffey County Hospital; died in Hot Springs National 
Park, Ark., March 25, aged 52, of coronary occlusion. 


West, Homer S., St. Clairsville, Ohio; New York University 
Medical College, New York City, 1897; served as county 
health officer; died March 17; aged 82, of pleural pneumonia. 


Westfall, Leslie Marshall © Oklahoma City; University of 
Pennsylvania Department of Medicine, Philadelphia, 1905; 
professor emeritus of ophthalmology at the University of Okla- 
homa School of Medicine, where he joined the faculty in 
1917; past-president of the Oklahoma City Academy of Medi- 
cine; veteran of World War I; served on the staff of St. 
Anthony Hospital, where he died March 21, aged 75, of ar- 
teriosclerotic heart disease. 


Whitmore, Frank Beach, Los Angeles; National Medical Uni- 
versity, Chicago, 1897; College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of Illinois, 1898; 
veteran of World War I; died in the Glendale ( Calif.) Sanitar- 
ium March 26, aged 82. 


Widby, Edgar Jay, Wenatchee, Wash.; Baltimore University 
School of Medicine, 1899; served as mayor of Wenatchee and 
as director of the school board; in 1951 was named “Man of the 
Year” by the city of Wenatchee; for more than 35 years presi- 
dent of the Wenatchee Federal Savings and Loan Association, 
which he helped found; for many years served as vice-president 
of the Wenatchee Valley Bank; died March 6, aged 81, of 
heart disease. 


Wilson, Marion Evans, Baltimore; Indiana University School of 
Medicine, Indianapolis, 1931; on the visiting staff of the Provi- 
dent Hospital and Free Dispensary, where he served an intern- 
ship and a residency; member of the Medical and Chirurgical 
Faculty of Maryland; died Jan. 9, aged 49. 
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AUSTRIA 


Oral Treatment of Diabetes Mellitus with Carbutamide.—At the 
meeting of the Society of Austrian Physicians in Vienna on 
April 13, Drs. Bléch and Lenhardt reported on two groups 
(more than 150 patients) with diabetes mellitus who were 
treated successfully with carbutamide given orally. Carbuta- 
mide was ineffective in those with a primary insulin deficiency 
in whom production of insulin was lacking in the beta cells but 
it was effective in those with contrainsular inhibition, because it 
enhanced the effect of insulin rather than acted as a substitute 
for insulin. Carbutamide could be given instead of insulin in 
one-third of the adults previously treated with insulin, but in 
none of the children. Intercurrent diseases, operations, preg- 
nancy, and acidosis are contraindications. In 23 of 196 pa ients 
treatments were therapeutic failures. Undesirable side-effects 
(morbilliform rash in 10 and gastric intolerance in 2) were 
rare. Hypoglycemia is rare and glycosuria may continue even 
when the blood sugar level is normal. Carbutamide appears to 
induce a disturbance of tubular reabsorption of sodium and 
water and also perhaps of sugar. Dr. A. Beringer stated that 
needle biopsy of the liver performed on patients with diabetes 
mellitus revealed an increased formation of glycogen in the 
liver, which may explain the hypoglycemic effect of carbuta- 
mide. Dr. F. Depisch stated that careful dietetic management 
always plays an important part in patients with the contra- 
regulation type of diabetes. Use of carbutamide appears to be 
indicated in patients with recent cases of diabetes to shorten 
the time required for the removal of sugar. The previous con- 
cept of impairment of alpha cells by carbutamide appears less 
and less likely, while the activation of beta cells by the drug 
and the increase in the effect of the endogenously produced 
insulin may provide the best explanation for its action. Ber- 
tram’s differentiation of two constitutional types with regard to 
the effect of carbutamide is not confirmed, since the drug has 
been ineffective in a small number of patients with the contra- 
regulation type of diabetes but was effective occasionally in 
patients with the hyposthenic type. 


Noise.—At the same meeting, Dr. F. Neuberger reported on the 
functional deficiencies resulting from acute trauma of the audi- 
tory nerve. Attention was called to the law of asymmetry of 
deafness and its exceptions. In general, the acute trauma of the 


~ auditory nerve is stationary. If it progresses, the progress is 


caused by a superimposed secondary disease of an inflammatory- 
tympanogenic or a degenerative-nervous nature. Notable im- 
provement may occur because of the association of acute inner 
ear trauma with psychogenic superposition (psychogenic diffi- 
culty of hearing) The social consequences are usually minor 
because of the asymmetry of the deficiencies. Unilateral deaf- 
ness is not common and will require change of occupation only 
when strereophonic hearing is required. Bilateral deafness is 
almost never caused by noise, since such injury would result 
from such high sound-pressure waves that the vital organs 
would be injured and the person would not live. Individual pro- 
phylaxis against acoustic trauma cannot be carried out, since 
chance and surprise are important factors. 

The traumatizing level of noise begins at 80 to 85 db. The 
resulting deficiencies are symmetrical. The tympanum and mid- 
dle ear will not be injured. With regard to prognosis, one may 
expect a far-reaching restitution of the auditory capacity in 
young persons who have been exposed to continued noise in 
their work for only a short time. In older persons with an ex- 
posure of long duration, the loss of hearing is irreversible. 
Noise deafness remains stationary when exposure is discontinued; 
progression again may be traced back to superposition of a 
secondary disease, which most frequently occurs as a physio- 
logically conditioned deficiency in the high-frequency range, as 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


in presbycusis or endogenous inner ear loss of hearing. The 
constitution of the auditory meatus has a far-reaching influence 
on the development and course of the noise deafness. Persons 
with disease of the middle or inner ear, with cranial trauma, or 
with hereditary predisposition and workmen in the fifth decade 
of life should refrain from work in a noisy environment because 
in their case the damage due to trauma may occur rapidly. 
The protective effect of the antiphone is limited and ends at a 
noise level of 110 db., since bone conduction as a route of 
auditory trauma cannot be excluded by occlusion of the auditory 
meatus. Despite this limitation, the use of antiphones should be 
obligatory in plants with excessive noise. In order to prevent 
irreversible loss of hearing ot higher degrees, particularly rapidly 
progressing losses, hearing must be evaluated by compulsory 
otological examinations and losses must serve as a reason for a 
change of working environment. 


Epidemic Vomiting.—At the meeting of the Society for Pedi- 
atrics in Vienna in April, Dr. E. Wiesner reported a series of 
20 children (no infants) and 3 adults with what he chose to 
call epidemic vomiting. There were family and school contacts. 
Predisposing factors included age and cool weather. The epi- 
demic lasted for four weeks (May, 1955). The symptomatology 
was characterized by uniformity. The first symptom in most 
patients was sudden vomiting. This was associated with nausea, 
violent retching, expectoration of glairy mucus. and attacks of 
coughing similar to those of pertussis. Abdominal pain, diar- 
rhea, and fever were less prevalent. The incubation period 
was one or two days. Except for one patient, all recovered 
within 24 to 48 hours. Administration of phenobarbital caused 
prompt subsiding of the vomiting. The speaker believes that 
this condition is not rare. “Epidemic vomiting” should be 
considered when frequent vomiting occurs in kindergartens, 
nursing homes, and schools. 


Acute Surgical Abdomen in a Child.—At the same meeting, 
Dr. W> Schwarz reported on an 11-year-old boy whose case 
illustrated the difficulties of diagnosis in a child with an acute 
surgical abdomen. The boy was admitted to the hospital on 
the day after Christmas, a time during which there may be 
uncertainty with respect to history in children. He was referred 
to the surgical service with a tentative diagnosis of perforated 
appendix with diffuse peritonitis. The history did not reveal 
anything more than abdominal pains off and on for about three 
months prior to admission and no trauma. On the day before 
admission a new bout of abdominal pain associated with 
nausea occurred. During the night the pain increased. Hot 
compresses gave no relief. On admission the child was pale 
and haggard with abdominal facies, a dry coating on the 
tongue, and a peripheral pulse of more than 160, which was 
barely palpable. The entire abdomen was tender; there was 
rigidity of all four quadrants; and the linea semilunaris was 
bulging but not tender. Because of the poor general condition 
the child was given a continuous drip infusion, drugs to sup- 
port the circulation, and a small dose of strophanthin preop- 
eratively. On opening the peritoneum, blood escaped in a 
gush and there were also old clots. The appendix was normal. 
About 200 cc. of blood was reinfused and the lower abdomen 
was closed. An injury to the liver or to the spleen was sus- 
pected and laparotomy was performed in the upper abdomen. 
The liver was normal, but a tear measuring 4 cm. by 4 cm. 
and 2 cm. deep was palpated at the upper pole of the spleen, 
and a second tear measuring 2 cm, in length and 3 cm. in 
depth was found in the middle of the spleen. The spleen was 
extirpated, blood was removed from the abdominal cavity, and 
the wound was closed. After the operation the boy was given 
a transfusion of 300 cc. of blood. On awakening from the 
anesthesia, he was questioned further and recalled that on the 
morning of the day before admission he had run against a 
bar that projected from a wagon and was struck on the ab- 
domen. He underestimated the amount of injury incurred and 
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the skin showed no evidence of the trauma that caused the 
rupture of the spleen. The speaker concluded that a child with 
obscure abdominal symptoms cannot be referred too early to 
the hospital. 


BRAZIL 


Surgery in the Aged.—An increasing number of operations in 
the aged has focused interest on the problem of anesthesia, the 
technique of which has to be adjusted to the individual patient. 
This led Dr. W. V. Castro, in Laboratorio clinico (36:33, 1956), 
to report his observations on 150 consecutive patients over 
65 years old. This series was characterized by a high frequency 
of arterial hypertension (49.5%), bundle-branch block. pulmo- 
nary emphysema, and chronic bronchitis. All of the patients had 
some degree of arteriosclerosis and many had previously had 
congestive cardiac failure; but this was not considered a 
contraindication to operation if preoperative medication re- 
sulted in circulatory improvement. Several of the patients 
were operated on after adequate treatment of myocardial 
infarction, auricular fibrillation, hyperthyroidism, hemiplegia, 
and pulmonary tuberculosis. In this series, 61 patients were 
65 to 69 years old; 47 were 70 to 74; 32 were 75 to 79; and 
10 were 80 or over. There was a predominance of major 
operations, a large percentage of which were for malignant 
tumors. There were 46 prostatectomies, 30 cholecystectomies, 
28 subtotal gastrectomies, 10 colectomies, 6 total gastrectomies 
with splenectomy, 5 gastrojejunostomies, and 5 esophagectomies. 
Six patients, all with cancer, died before leaving the hospital. 
A study of the nonfatal complications was possible only in the 
last 61 patients of the series, among whom eight such complica- 
tions occurred as follows: thrombophlebitis following thoracot- 
omy, dehiscence of suture and acidosis (one each) following 
gastrectomy; angina pectoris, pyelitis, and orchitis (one each) 
following prostatectomy; and eventration and thrombophlebitis 
(one each) following cholecystectomy. Owing to the pulmonary 
fibrosis present in older persons, the respiratory capacity is 
markedly reduced and, in consequence, the volume of the 
residual air increases to 70 or 80%. Thus the problem of 
pulmonary ventilation is of the utmost importance during 
anesthesia. On the other hand, older patients are much more 
sensitive to the toxicity of anesthetic agents. For these reasons 
the agents, methods, and techniques of anesthesia were 
chosen according to the type, extent, and duration of the 
operation and the general condition of the patient. General 
anesthesia was induced in 133 patients and spinal anesthesia in 
the rest. Thiopental sodium, ether, oxygen, and a relaxant were 
used in 111 patients; thiopental, nitrous oxide, oxygen, and a 
relaxant in 21; and thiopental, procaine hydrochloride, and 
oxygen in one. In all patients under general anesthesia, 
McKesson’s apparatus with a semiclosed circuit was 
When judiciously administered and controlled, spinal anesthesia 
is excellent in the surgery of the aged. 


Rheumatoid Arthritis.—Marcello and Lucchesi in O hospital 
(48:735, 1956) reported a series of 580 patients with rheuma- 
toid arthritis and compared the clinical characteristics of the 
disease in Sao Paulo with those described in Europe and the 
United States. Their series included 512 cases of true rhevma- 
toid arthritis, 58 of gonococcic arthritis, 6 of intermittent 
hydrarthrosis, 2 of tuberculous arthritis, and 2 of hemophilic 
arthritis. Of those with true rheumatoid arthritis, only 68 
patients (13.2%) noted a prodromal stage of the disease. The 
remaining 444 had an acute onset. Rheumatoid arthritis did 
not always attack symmetrical joints, since asymmetry was 
noted in 120 (23.4%) patients. 


Concentration of Electrolytes in the Bile.—Paulino and Tognini 
in Revista brasileira de medicina (13:11, 1956) report on 10 
consecutive daily determinations of sodium, potassium, and 
chlorides in the bile of 10 patients with drainage of the common 
bile duct. Wide variations were observed among different 
patients who were given the same postoperative management. 
The authors conclude that determining biliary sodium, potas- 
sium, and chlorides in patients with profuse and prolonged 
drainage and no oral feeding facilitates a better replacement 
of electrolytes. 
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Urinary Excretion of Antimony in Leishmaniases.—Chatterji 
and his co-workers studied the excretion of antimony in patients 
with visceral leishmaniasis ( Bulletin of Calcutta School of Trop- 
ical Medicine, January, 1956). A preliminary investigation had 
shown that pentavalent antimony is converted to the trivalent 
form in the body. In the present investigation, nine patients 
were given two courses of antimony therapy of 10 days each 
with an interval of 10 days between courses. All the urine was 
collected for 12 days each time and the amount of trivalent and 
total antimony excreted was estimated. The patients were fol- 
lowed up for six months and if no relapse occurred they were 
considered as cured, but if any relapse occurred they were 
classified as resistant. In the resistant cases the conversion of 
pentavalent to trivalent antimony was significantly lower than 
in the cured group. In some patients the conversion either does 
not take place for some unexplained reason or the amount of 
trivalent antimony produced is so small as to have insufficient 
parasiticidal action. These patients therefore have relapses re- 
quiring repeated courses of antimony or prove entirely resistant 
to treatment with this drug. 


Reserpine for Hypertension in Pregnancy.—B. B. Rakshit (Jour- 
nal of Obstetrics and Gynecology of India, December, 1955) 
used reserpine to treat a series of pregnant women whose blood 
pressure ranged above 140/90 mm. Hg. (Maximum systolic and 
diastolic readings were 214 and 130 respectively.) Patients with 
the more severe cases received the drug and those with less 
severe conditions served as controls. Besides reserpine, all the 
women were given a Salt-poor diet, saline laxatives, occasionally 
diuretics, and daily injections of 50 cc. of 50% dextrose and 
10 cc. of 10% calcium gluconate intravenously. The usual dose 
of reserpine was one 0.25-mg. tablet by mouth, two or three 
times a day. In three patients the dose was increased to two 
tablets three times a day. Such side-reactions as drowsiness, de- 
pression, slight headache, and giddiness appeared in 18% of the 
patients. A definite lowering of blood pressure was seen in preg- 
nant women suffering from essential hypertension. Comparison of 
average fall in blood pressure showed a drop of 25.9 mm. Hg 
systolic and 19.2 mm. Hg diastolic in trial cases and 16.2 mm. 
Hg systolic and 14.2 mm. Hg diastolic in the controls. The 
general effect of reserpine on patients with preeclamptic toxemia 
showed an average fall of 47.5 mm. Hg systolic and 32.2 mm. 
Hg diastolic compared to 41.6 mm. Hg systolic and 33 mm. Hg 
diastolic in the controls. The drug produced a gradual and 
steady fall in blood pressure, which was maintained for some 
time even after it was withdrawn. The sedative effect and 
lowering of blood pressure by the drug in essential hypertension 
and in preeclamptic toxemia can possibly be effective in lower- 
ing the rate of stillbirth and preventing convulsions. Placental 
separation with accidental hemorrhage and permanent renal 
damage may also be prevented by this means. The incidence of 
stillbirths in treated patients was 4% as compared to 10% in the 
controls. The persistence of albuminuria was also less in the 
treated patients. None of the treated patients had convulsions 
while on reserpine therapy, but convulsions occurred in 8.5% of 
the controls, one of whom died. The effect of the drug in pa- 
tients with established eclampsia and chronic nephritis with 
pregnancy was inconclusive. The sedative effect is useful in 
toxemia. Additional sedatives were rarely used in patients with 
hypertension. 


Chlorpromazine in Experimental Cardiac Arrhythmias.—Arora 
and Madan investigated the antiarrhythmic activity of chlor- 
promazine, using quinidine as the standard for comparison. 
(Journal of the Indian Medicine Association, April 1, 1956). 
Auricular fibrillation was induced in anesthetized dogs by the 
topical application of 5% acetylcholine and 0.05% aconitine, 
while ventricular arrhythmias were produced by petroleum 
benzin and epinephrine. The L.D. », given intravenously, was 
studied in albino mice. It was found that 5 mg. of chlorproma- 
zine administered intravenously brought about a significant 
reduction in the duration of auricular fibrillation induced by 


acetylcholine. It also effectively prevented the occurrence of 
ventricular arrhythmias, but, in the case of aconitine-induced 
auricular fibrillation, unlike quinidine, it failed to reach the 
end-point. The L.D. s was found to be 55 mg. and 57 mg. per 
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kilogram of body weight for quinidine and chlorpromazine 
respectively. Chlorpromazine may therefore prove useful clini- 
cally in the treatment of ventricular arrhythmias. 


The Motor Unit in Leprous Neuritis.—D. K. Dastur (Neurology, 
January-March, 1956) stated that leprous neuritis is the most 
common single cause of myopathy in India. Biopsies of muscle 
tissue were obtained from outpatients attending the clinic of 
Acworth Leprosy Home, Bombay. The duration of leprosy was 
from one to over 15 years. Both ulnar and lateral popliteal 
nerves were almost always affected. In most patients there was 
some correlation between sensory and motor impairment. The 
motor power and function were unaffected in the upper extrem- 
ity in 17 patients, moderately affected in another 17, and 
severely affected in 30, with atrophy of the muscles of the hand 

impairment of movements. In the lower extremity, weak- 
ness of adduction and abduction of the toes was the first sign 
and was followed by dangle foot and trophic lesions. Atrophy 
of the toes was more common than atrophy of the fingers. Con- 
tracture of fingers was related to some type of trauma and not 
to paralysis alone. Biopsy of muscle tissue revealed a reduction 
in the density or even loss of innervation of the affected muscle 
and beading or fragmentation of nerve fibers, atrophy of end- 
plates, and prominence of Schwann’s nuclei. Sections showed 
proliferation of endoneurium and perineurium. Rarely concur- 
rent regenerative changes such as collateral branching and 
formation of growth cones and immature end-plates were 
noticed. Various stages of muscular atrophy due to the neuritis 
comparable to those produced in nerve trauma and muscular 
dystrophy were seen in hematoxylin-eosin—stained sections. 
Acid-fast organisms rarely were detected in the intramuscular 
nerve twigs or connective tissue. The intrafusal fibers were 
always spared. Histological changes in the muscle fibers pre- 
cede those in the motor nerve fibers and endings. The neuritic 
process progresses slowly and gives adequate time for diagnosis 
and treatment. As a routine diagnostic p ure, examination 
of a simple hematoxylin-eosin—stained section of muscle is 
recommended. 


Flail Hip.—A. K. Saha and his co-workers (Indian Journal of 
Surgery, February, 1956) state that a number of procedures 
have been suggested in the past for the replacement of gluteal 
power in patients in whom flail hip has resulted from poliomye- 
litis. It occurred to the authors that in the absence of any 
residual power in the hip muscles, stabilization of the hip when 
standing and control during locomotion could be secured by a 
combined transplant of the homolateral rectus abdominis to the 
gluteus medius insertion and the sacrospinalis to the gluteus 
maximus insertion. The former would then act as an abductor 


; and mild flexor and the latter as an extensor and mild adductor. 


The procedure was tried in a 27-year-old man whose paralysis 
followed a febrile illness at the age of 6 years. There was com- 
plete loss of muscular power in his left hip but his rectus 
abdominis and sacrospinalis on this side were strong. Twelve 
weeks after operation the transplanted muscles contracted 
beautifully. 


Plasma Amino Acids in Anemia.—G. Y. N. lyer reported the 
results of his investigation of the level of individual amino acids 
in the plasma in patients with anemia in the Indian Journal of 
Medical Research, January, 1956. He studied the alanine, glu- 
tamic acid, glutamine, glycine, isoleucine, leucine, phenyla- 
lanine, serine, tyrosine, and valine in 50 patients with anemia. 
In these patients the glycine level was significantly elevated 
above normal. As this amino acid is essential in the synthesis 
of hemoglobin, the increased amount in anemia may be an ex- 
pression of an attempt on the part of the body to make good 
the deficiency of hemoglobin, or it may be that the production 
of glycine is not increased but, because of subnormal utiliza- 
tion, the plasma level increases. 


Prolapse of Uterus.—Tampan and Thankam have analyzed 
1,000 cases of prolapse of the uterus in relation to parity, age, 
type, and degree of prolapse (Journal of Obstetrics and Gyne- 
cology of India, December, 1955), Of these, 38 occurred in 
nulliparas. The incidence of prolapse was high in those with 
four or less children. Maximum incidence was found in the 
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age group 25-44. Uterovaginal prolapse was the commonest 
type, being present in 75% of the cases. Severe cystocele was 
present in 9.6%, severe rectocele in 0.5%, rectocele and cysto- 
cele in 7.7%, enterocele in 4.1%, recurrent prolapse in 0.7%, 
and vault prolapse in 1.2%. Third-degree prolapse was ob- 
served in 68.5%. Hypertrophic elongation of the cervix was 
found in only 1.2%. The latter, together with vault prolapse, 
showed a maximum incidence in the age group 15-24. There 
was a gradual increase in the degree of prolapse with increase 
in age. The maximum incidence of hypertrophic elongation 
of the cervix was seen in nulliparas. The uterovaginal type 
had its maximum incidence in para 2. The incidence of recto- 
cele combined with uterovaginal prolapse was only 0.5%. In 
this series 88.9% had natural delivery; 4.1% had forceps de- 
livery; 1.9% had had prolonged and difficult labor; and only 
one patient had breech delivery. 


New Treatment for Leprosy.—T. D. Majumdar used a new 
compound of benzylamine to treat a series of patients with lep- 
rosy (Journal of the Indian Medical Association, April 16, 1956). 
Because benzylamine had been found to have a bacteriostatic 
action on tubercle bacilli, its hydrochloride was tried on pa- 
tients with neural leprosy and lepra reaction. The rate of im- 
provement was slow and the results did not compare well with 
those after treatment with the sulfones. The sulfones, however, 
are less effective against neural than against other forms of lep- 
rosy and are even dangerous in patients with lepra reaction. 
A stable combination of benzylamine with sulfonilic acid was 
given a clinical trial. It was given intramuscularly on alternate 
days in doses of 50 mg. and was found to have a beneficial 
action in patients with lepra reaction. Usually its effect starts 
with the third or fourth injection and the lepra reaction is 
controlled by 18 injections. 


Action of Oleander on the Heart.—kK. Ramchandra reported the 
changes in the heart as observed clinically and electrocardio- 
graphically in patients with poisoning from oleander {Journal 
of the Indian Medical Profession, March, 1956). Many of these 
patients die of cardiac or circulatory failure as a result of a 
paralysis of smooth musculature produced by use of the drug. 
The action may be purely myogenetic without any involvement 
of the nerves. Oleander contains thevetin, which has a digitalis- 
lik» action on the heart and a stimulant action on the spinal 
cord. Use of oleander causes heart block. The ventricular output 
is markedly reduced, as the contraction of the heart is interfered 
with. Digitalis increases the strength of ventricular contraction, 
but oleander may cause a paralysis of the cardiac musculature. 
As its action is far more potent than that of digitalis, it can- 
not be used safely as a therapeutic agent in congestive heart 
failure. 


Isolation of Tubercle Bacilli—R. M. Barton stated (Indian Jour- 
nal of Tuberculosis, March, 1956) that a comparison of simulta- 
neous cultures of gastric contents and laryngeal swabs for 
Mycobacterium tuberculosis showed that some cases of infec- 
tion would be missed if the cultures of gastric contents were 
omitted. Sputum swab culture was compared with homog- 
enized sputum culture in 837 specimens, and it was found that 
the latter gave better results. Delay in culturing laryngeal swabs 
may not affect the results, but further work is necessary to 
confirm this. Taking two laryngeal swabs reduces the number 
of false negatives. Light does not harm the culture. Storage of 
the Jensen-Léwenstein medium for short periods does not 
reduce its effectiveness. 


Preventive Medicine.—The World Health Organization will 
provide five professors of preventive medicine from other 
countries and a number of fellowships for Indian medical 
colleges for a period of two years. This effort under the second 
Five Year Plan will result in further strengthening of the depart- 
ments of social and preventive medicine in certain medical 
colleges; development of a theoretical and practical course in 
preventive medicine suited to local needs and conditions; 
training, both in India and abroad, of a certain number of 
teachers who will eventually take over from the visiting pro- 
fessors; and establishment of field experience that will enable 
medical students to become familiar with community health 
problems. 
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ISRAEL 


Transient Cushing’s Syndrome.—Herman Zondek of Jerusalem 
observed a 54-year-old woman who, when first seen, had a 
typical Cushing’s syndrome (characteristic distribution of the 
adipose tissue, moon face, purple striae, hypertension, insulin- 
resistant diabetes, and mild hirsutism, with a weight of 111 kg. 
{245 lb.] and basal metabolic rate of +17%) associated with 
voracious hunger and thirst and marked retention of water and 
salt. Dehydration resulted in weight loss and disappearance of 
the signs of Cushing’s syndrome. Nine months later her body 
weight was 99 kg. (218 lb.), her blood pressure was normal, 
and there were no signs of diabetes. At that time, however, 
neurological abnormalities suggestive of a cerebellopontine 
lesion and marked bitemporal hemianopsia were manifest. An 
organic cerebral lesion was excluded by detailed encephalo- 
graphic examinations. Since water and salt retention was yet 
very marked (as it continued to be during the subsequent 
phases of the patient's illness), dehydration was resumed, 
and this resulted in a further loss of 7 kg. (15 lb.) and almost 
complete regression of the neurological and ocular phenomena. 
About a year later the patient again complained of insomnia and 
complete anorexia. Her weight had spontaneously dropped 
to 58 kg. (128 Ib.) and her basal metabolic rate was —5%. 
She was hypotensive and normoglycemic. A year after this 
episode she once more dispiayed voracious hunger and _ thirst 
accompanied by rapid weight gain (to 97.5 kg. [215 lb.]), a 
basal metabolic rate of +34%, moderate rise in blood pressure, 
latent diabetes mellitus, and hypersomnia. Zondek claims that 
most of the morbid phenomena, as well as their fluctuation, 
point to hypothalamic involvement. In view of the response to 
dehydration, he believes that cerebral edema affecting various 
centers during the different stages of the disease process was 
the underlying cause. The same explanation is taken to apply to 
the appearance and disappearance of the ocular and neurolog- 
ical manifestations. On the strength of this and other cases of 
Cushing-like syndrome in which evidence of gross adrenocortical 
or pituitary pathology is lacking, particularly in the presence 
of marked retention of water and salt, a hypothalamic origin 
of the condition should be considered. 


Hyposensitization by Aerosol in Bronchial Asthma.—The results 
of studies on long-term hyposensitization in bronchial asthma 
by aerosols have been reported by Zerykier and Boruhow. The 
idea of treating bronchial asthma by hyposensitization with 
an aerosol was suggested by the fact that the fixation of aller- 
gens in the epithelium of the respiratory tract has been demon- 
strated in animal experiments. In animals it was possible to 
sensitize the lungs when liquid antigens were inhaled. Accord- 
ingly, it has been presumed that by gradual hyposensitization 
a therapeutic result might be achieved. In experiments with 
guinea pigs, the authors succeeded in producing specific bron- 
chial conditions when the animals were placed in an inhalation 
chamber and the liquid allergen extract nebulized. At first 
the asthmatic reaction was provoked by nebulizing a solution 
of 1:250, but, after two months of attacks at intervals of 
two days, a solution of 1:5,000 was sufficient to provoke them. 
By using the same allergen in an adequate dilution with an 
epinephrine ascorbate solution, it could be shown that the 
sensitized guinea pig could be hyposensitized. By this method 
the allergen and the bronchodilating compound are conveyed 


into the deepest parts of the lungs and probably create a 


local immunity. 

In 185 patients whose sensitivity against various pollen, 
fungi, and house dusts was tested and found positive, a hypo- 
sensitization was achieved with an aerosol. All the patients 
were suffering from severe long-standing bronchial asthma. They 
received inhalations of the specific allergen extract, mixed with 
epinephrine ascorbate, at first twice daily and later, according to 
the response to treatment, at longer intervals. The treatment was 
continued as long as the clinical condition required, but not longer 
than three months. At the end of the treatment, 124 patients 
could tolerate an allergen concentration 10,000 to 100,000 times 
as strong as that which precipitated the attack before treatment, 
without any marked change in their vital capacity; 37 could tol- 
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erate a concentration 100 to 1,000 times as strong as the initial 
one; and in 24 patients no objective changes were observed. All 
patients felt subjectively well during the whole treatment. Only 
four suffered from severe attacks during this time, and in one 
status asthmaticus developed, The results of nearly three years of 
hyposensitization by aerosol are at least as satisfactory as those 
obtained earlier by other means, including use of cortisone and 
prednisone. During the treatment the patient does not have 
asthmatic attacks because of the admixture of the bronchodilator 
principle with allergen aerosol. By using this treatment the usual 
way of life can be continued and the normal capacity of work 
maintained. 


Genesis of Thyroid Adenomas.—Zondek and Leszynsky in- 
vestigated the question of why, in one and the same thyroid 
gland and under the same conditions, some areas tend to nodu- 
lar and others to diffuse enlargement. The problem was studied 
in two siblings suffering from familial sporadic cretinism with 
goiter whose very large thyroids were of partly diffuse and 
partly nodular nature. In one patient, the diffuse goiter and 
four out of five nodules disappeared as the result of thyroid 
therapy Discontinuance of therapy brought about a clinical 
relapse accompanied by renewed and rather rapid formation 
of a goiter, which again was partly diffuse and partly nodular. 
Even though nodules had been surgically removed, new nodules 
appeared in the converse order of their disappearance at 
exactly the same sites as before treatment. Administration 
of thyroid extract produced results identical to those of the 
first trial period, with regard to both clinical manifestations 
and the behavior of the goiter. Microscopic examination of 
the therapy-resistant nodules showed a typical colloid adenoma. 
Similar results were obtained in the patient’s sister. By means 
of isotope studies it was shown that the behavior of the nodules 
in no way depended on their functional state. Rather the authors 
assumed that focal differences in responsiveness to a goitro- 
genic agent (presumably the thyrotropic hormone) accounted 
for the formation, size, and possibly also the nature of thyroid 
nodules. Whether or not the administration of thyroid may, 
by suppressing the goitrogenic agent, not only reduce the 
volume of nodules but also protect them from disorderly ( malig- 
nant) growth is a question that only future studies will solve. 


ITALY 


Fatal Accidents.—At the meeting of the Society Tosco-Umbra 
of Surgery, Dr. Puccini said that fatal accidents caused by two- 
wheeled vehicles have greatly increased in the last few years. 
The number of men involved in such accidents is greater than 
the number of women, and the number of older people is great- 
er than the number of younger people. Skin lesions are present 
in 87.5% of the cases. Fractures of the bones are definitely diag- 
nosed in 71.8% of the cases, probable in 20.7%, and absent in 
7.5%. Skull fractures predominate. Visceral lesions are definitely 
diagnosed in 55.4% of the cases, absent in 13.8%, and question- 
able in 30.8%. Death may be due to intracranial hemorrhage, 
purulent meningitis, hemorrhagic internal pachymeningitis, 
bronchopneumonia, peritonitis, or shock. Many persons with 
cranial trauma die within 24 hours. 


Artificial Kidney.—Prof. M. Sorrentino of Naples, at the 16th 
Congress of the German Urological Society, stated that artificial 
kidneys, whether of the open-circulation or the closed-circulation 
type, are founded on the principle of dialysis. Since each type 
has some advantages and some disadvantages, the choice of 
type has to be made in each case. The closed-circulation type 
can be used only for a limited time. Because during the dialysis 
there is a great loss of vitamin C and of steroid hormones, these 
substances must be supplied if the artificial kidney is to be used 
for a prolonged period. Professor Sorrentino believes that the 
dialysis in some cases fails to improve the condition of the pa- 
tient to the extent expected, not because of shock, as he had 
thought at first, but because of the depletion of the hormones 
and vitamins. 
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Retirement Age.—Dr. Dragotti stated in Il Policlinico (63:68, 
1956) that one of the many tasks facing the modern scientist is 
that of determining how the increasing mass of older people can 
be best put to work. This is both for the good of society in gen- 
eral and for the good of each older person. Many such persons 
have been declared unfit for work on the sole basis of their 
chronologic age. A few years ago many workers died a short 
time after their retirement, presumably from psychic trauma 
provoked by the sudden stopping of the daily work routine, 
inactivity, and a reduced standard of living. The author be- 
lieves the present laws dealing with retirement should be 
revised. He concludes that a plan should be worked out whereby 
a person may retire gradually, so that he may better adjust to 
the new situation. 


NEW ZEALAND 


Therapeutic Dictatorship.—An editorial in the British Medical 
Journal (April 14, 1956) refers to the provisions in both the 
Australian and New Zealand medical schemes governing the 
prescribing of certain drugs as therapeutic dictatorship. The 
announcement made in February by the Minister of Health 
that physicians now could get erythromycin only through hos- 
pitals and only for the treatment of diseases that do not re- 
spond to other remedies has aroused interest in many countries. 
This restriction applies only to erythromycin supplied at the 
cost of the Social Security fund. Since hospitals, and not sick- 
rooms in the home, are the great sources of antibiotic-resistant 
organisms, these centers have in fact been advised to use 
erythromycin sparingly. From the bacteriological and epidem- 
iological points of view, the decision seems to be sound, but in 
some overseas circles the announcement has been interpreted 
as an undermining of initiative and the sense of responsibility of 
the individual practitioner. This opinion is not shared by the 
physicians of New Zealand. Furthermore, the British and 
American drug houses have done their utmost to insure wise 
rather than wide use of the powerful drugs they introduce. 


Flame Photometer Versus Isotopes.—The increasing interest in 
conditions associated with aldosterone disturbances demands 
that the method of bioassay for estimating this hormone in 
biological fluids be accessible to all laboratories. So far great 
emphasis has been laid on the use of radioactive sodium and 
potassium as a loading injection in adrenalectomized rats to 
which a previous injection of aldosterone-like material had 
been given. Llaurado reported (Endocrinology 58:390, 1956), 
as a result of a comparative study between the technique using 
radioactive isotopes and two techniques using ordinary sodium 
and potassium estimated by flame photometry, that methods 
using flame photometry seemed to be preferable because (1) 
no special equipment or precautions are needed, (2) the 
method is more sensitive, (3) the samples can be stored until 
it is convenient to carry out the analysis, and (4) the results 
are just as accurate. 


Identification of Aldosterone.—Since 1954 studies have been 
conducted in the Otago Medical School on the excretion of 
aldosterone after surgical trauma and its relationship to alter- 
ations in the sodium and potassium metabolism. Though there 
were several biological and clinical reasons to believe that the 
electrolyte-regulating corticoid present in increased amounts 
in urine after surgical trauma is aldosterone, no isolation and 
identification had heretofore been made. Wettstein and _ his 
co-workers reported in Proceedings of the University of Otago 
Medical School (34:7, 1956) that 80 24-hour specimens of 
urine were collected from patients within the first four days 
(usually on the first and second day) after operations of vary- 
ing degrees of severity. By a series of chemical procedures, 
aldosterone was isolated in crystalline form. It was then de- 
cided to identify it by oxidation to the characteristic and spar- 
ingly soluble gamma-lactone, which was obtained in crystalline 
form. This material had the same melting point as an authentic 
specimen of the gamma-lactone and gave no melting point 
depression when mixed with it. Furthermore, identity of the 
derived gamma-lactone with an authentic specimen was shown 
in two chromatographic systems. The presence of aldosterone 
in these postoperative urine extracts was therefore established 
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unequivocally. Since aldosterone had been previously chem- 
ically identified in urine from patients with nephrosis and con- 
gestive heart failure, in all of whom increase aldosterone-like 
activity had been found by bioassay, this result reinforced the 
view that the electrolyte-regulating activity found in normal 
urine and in that of patients suffering from a variety of other 
conditions is due to aldosterone itself. 


NORWAY 


Alcoholism.—A discussion at successive meetings of the Nor- 
wegian Medical Society has dealt with the causes, frequency, 
and modern treatment of alcoholism. The Norwegian Temper- 
ance Board is an official body with which complaints against 
alcoholics are lodged. The number of such offenders in a 
country with a population of 3 million is over 20,000, and even 
this big figure must be a gross underestimate, as less than 3% 
of the patients treated for alcoholism in a hospital in Oslo were 
on the board’s list of known alcoholics. Dr. F. Wildhagen gave 
an account of his experiences with 487 patients treated in his 
hospital since September, 1951. He treated each patient for an 
average of three weeks and had worked in close cooperation 
with Alcoholics Anonymous. Instead of barbiturates, he gave 
a variety of other drugs, including chlorpromazine, reserpine, 
and insulin, but his most important weapon was psychotherapy 
with education of the patient in the medical aspects of alco- 
holism. While 40% of his patients were completely resocialized, 
another 23% were somewhat improved. Another speaker com- 
pared Wildhagen’s methods with those of the salmon fisher who 
hangs on to his prey by the hour till he has landed him safely. 
Wrestling for a whole night with his man, Wildhagen would 
at last argue him into a clear perception of his ailments and 
desertion of his defensive mechanism, achieving in one night 
what might otherwise have required weeks or months. P. An- 
chersen stressed the importance of determining the underlying 
causes of the alcoholism, and he concluded that more than 50% 
of his patients suffered from some serious mental disease, He 
was skeptical about the value of adrenal cortical hormones in 
the treatment of alcoholics. In at least 30% of his patients there 
was a history of abusive use of drugs. T. P. Skabo made the 
point, seemingly paradoxical, that the recovery rate may be 
quite high for the most desperate cases. The institution in 
Norway that accepts alcoholics refused by other institutions 
has a surprisingly high recovery rate because some patients 
need to touch bottom before taking their problem seriously 
enough. Gordon Johnsen said that although he did not under- 
stand the mode of action of insulin, he had to endorse the 
favorable opinion of it expressed by many of his patients. In 
addition to other medical treatment, he gives insulin four times 
a day in the first four to six days, making sure of an adequate 
supply of sugar and water. 


Sterilization of the Mentally Unfit.—Karl Evang’s report on the 
sterilization law of 1934 has been published. The law was 
modified during the German occupation, but its smooth ad- 
ministration was resumed on Norway’s liberation in 1945. Pro- 
vision is made in this law for the more or less involuntary 
sterilization of the mentally unfit, but the most important group 
for whom it is designed is largely composed of women of nor- 
mal intelligence who apply voluntarily for sterilization on jus- 
tifiable grounds. This group has grown enormously. Thus, in 
1947 only 88 women volunteered for this procedure, whereas 
in 1953, 298 did so. Throughout the 20 years from July 1, 
1934, to June 30, 1954, a total of 3,289 women and 420 men 
underwent sterilization. The operation proved fatal in only 
one case. In the first eight years about 20% and in the last nine 
years only 10% of the persons operated on were men. Evang 
would like to see a more energetic educational campaign di- 
rected against the men who shirk their responsibilities in this 
matter. At present many healthy wives submit to sterilization, 
although it is their husbands who are defective. Because the 
operation is so much simpler for the man than for the woman, 
the former’s reluctance to pull his weight is the less defensible. 
Evang suggests that more attention should be paid to steriliza- 
tion as a means of reducing such conditions as oligophrenia 
and schizophrenia. He recognizes the need for more research 
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into the ability of legislation to reduce the frequency of heredi- 
tary disease, and he believes that the number of voluntary 
sterilizations might well be reduced if better facilities were pro- 
vided for contraception. 


PERU 


Cervical Cancer and Cesarean Section.—Cervical cancer in 
pregnant women is not an absolute indication for cesarean 
section, according to Dr. L. Robles Araujo ( Revista peruana de 
obstetricia, vol. 3, no. 2, 1955). Endometrial changes closely 
resembling carcinoma in situ may occur in pregnancy and are 
more frequent than it is believed. Such changes, when erro- 
neously believed to be caused by cancer, may lead the obstetrician 
o perform a cesarean section followed by total hysterec- 
tomy. The fact that the cytological findings in these patients 
are consistent with an endometrial carcinoma in situ further 
interferes with accurate diagnosis. For this reason, the author 
regards the concurrence of pregnancy and invasive cervical 
carcinoma as the sole condition warranting the performance 
of a cesarean section, the invasive character of the tumor being 
essential to a positive diagnosis. During her first pregnancy, a 
17-year-old woman was found to have a polypoid mass on the 
posterior lip of the cervix that bled freely when touched. 
Biopsy specimens taken at different times were reported as 
demonstrating epidermoid carcinoma, grade 2. After the 39th 
week of gestation, a cesarean section was performed. Twelve 
days later a pelvic examination revealed no abnormality and 
biopsy specimens taken from the place where the tumor mass 
had been located showed only glandular hyperplasia. A cyto- 
logical study of vaginal smears crasesnctes 40 days later was 
likewise negative. 


Clinical Use of Amniotic Fluid.—Amniotic fluid, which has a 


clinically detectable coagulating effect in adults and children, — 


can be safely transfused according to Dr. Alfonso Galvez Tio 
( Revista peruana de obstetricia, vol. 3, no. 3, 1955). He added 
amniotic fluid to a blood transfusion in treating a pregnant 


woman with uterine rupture. The patient's shock subsided and | 


her hemorrhage was quickly controlled. Twenty-seven patients 
with a prolonged coagulation time were given amniotic fluid 
intravenously in doses of from 5 to 500 cc. In each patient, the 
coagulation time returned to normal or nearly normal within 24 
hours after the transfusion. In four patients who had nasal and 
gingival hemorrhage that did not respond to ordinary thera- 
peutic measures, the amniotic fluid brought about a prompt 
arrest of the hemorrhage and normalization Gf the coagulation 
time. To show that the amniotic fluid was harmless, it was given 
to 73 patients of all ages, and no serious untoward effect was 
observed; only 6 complained of mild symptoms of intolerance 
after the first dose, but not after subsequent doses. The 
amniotic fluid was obtained by suprapubic puncture of the 
uterus before the beginning of labor and it was replaced by 
isotonic sodium chloride solution in order to maintain the 
natural evolution of delivery. 
Retinoblast Retinobl primary tumor of the 
retina that often develops eee a ye decade of life. It is 
occasionally congenital, shows a familial tendency, and often 
involves both eyes. Dr. J. C. Rey de Castro reports on 33 
patients with this disease, 30 of whom were 5 years old or 
younger when the first symptom was noticed. In 23 children the 
neoplasm was unilateral, and in 10 it was bilateral. In the for- 
mer group, the right eye was involved in 14 cases and the left 
in 9. Two patients had brothers suffering from the same 
disease. In a group of 21 patients with follow-up periods of 
longer than three years, only 4 were seen when the disease was 
in grades 1 or 2 of Knapp’s classification. Total enucleation 
plus postoperative roentgen ray therapy made it possible to 
cure three of them, The remaining 17 who were hospitalized 
when the disease was in grades 3 or 4 died. At autopsy, it 
was found that the tumor generally spreads into the cranial 
cavity either by extension or metastases in the skull. Although 
the tumor gives rise early to distant metastases through the 
blood stream, the lungs are rarely involved (Revista peruana 
de neuropsiquiatria, vol. 18, no, 3, 1955). 
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SWITZERLAND 


Symposium on BCG.—Prof. A. Grumbach of the Zurich Health 
Institute said that the manufacture of BCG vaccine ought to 
be standardized in order to make the product more homoge- 
neous. Dispersion of the pathogenic organisms is an important 
feature of the vaccine, but this dispersion is now carried out 
mechanically and is not complete. Furthermore, many of the 
bacteria are killed. Use of Dubos’ medium would assure a 
better dispersion; inoculation with fewer bacteria could be 
utilized without sacrificing immunizing power. The number 
of local reactions to vaccination would be diminished, since 
these depend principally on the number of organisms injected. 
Dr. Ott of Soleure said that in Switzerland 12% of patients hos- 
pitalized for tuberculosis leave the sanatoriums as carriers of 
bacilli. The problem of chronic tuberculosis is far from solved, 
and it is precisely these patients who constitute a reservoir of 


infection. Professor Urech of Saint-Loup pointed out the fre- — 


quency of infection at school age. The number of positive re- 
actions to the tuberculin test is 11% of children aged 7 years, 
22% at age 12, and 30% at 16. Vaccination should be performed 
on 8-year olds and repeated, if necessary, at the age of 15. 
Press of Geneva thought that during mass vaccinations older 
children and adolescents ought to get particular attention be- 
cause the risk of primary tuberculous infection is especially 
severe at their ages. When primary infection has reached a 
low level of frequency, BCG will have a limited value. This 
is presently the case in the United States, where among Navy 
recruits 20 years of age only 5% have positive reactions. 

Dr. Rochat of Lausanne discussed the complications of BCG 
vaccination. In 7 to 10% of cases, there are clinical manifesta- 
tions of regional lymph node involvement, but this cannot 
properly be called a complication. Very occasionally, the area 
of this adenitis enlarges and may soften. It should not be in- 
cised until it does soften. The prognosis is always good, though 
the lesion may take a long time to heal. The adenitis may not 
appear until from 6 to 10 months after BCG is given. Another 
untoward effect of vaccination is the exaggerated local reaction 
(larger than 10 mm.) that persists. It is the result of a too- 
concentrated dose er a too-deep injection. Local treatment is 
seldom necessary. Dr. F. Cardis of Lausanne stated that three 
possibilities are presented when tuberculosis occurs in a vac- 
cinated person. The patient may have been allergic to BCG; 
he may have been infected during the immediate prevaccinal 
or postvaccinal period, in which case use of BCG could not 
have stopped the spread of the infection; or he may simply 
have contracted the disease despite vaccination, in which case 
he will most likely have a mild case. A sudden exaggeration of 
the postvaccinal turberculin reaction should excite suspicion of 
superinfection, especially if it occurs several months or years 
after vaccination. Dr. Delachaux of Lausanne reminded the 
gathering that the tuberculous morbidity in a certain school of 
nursing, which had been 20% before the introduction of BCG, 
fell to 1% in the year following the first mass inoculations. Epi- 
demics in schools are now largely prevented; at Bussigny a 
class of 32 pupils, all of whom had been vaccinated, was ex- 
posed to contamination from the teacher and not a single case 
of the disease appeared among them. 


Symposium on Arthritis.—At the Swiss Academy of Sciences’ 
symposium on arthritis in Basel in February, Prof. N. Svartz 
of Stockholm reported that he and Schloesmann found an ab- 
normal substance in the blood of 85% of patients with chronic 
arthritis after the heterophil agglutinins had been taken out. 
The results of the test were the same in the intra-articular fluid 
as in the serum, but the hemagglutinin titer was not constant. 
This form of hemagglutination is found in other diseases, es- 
pecially those involving collagen. After arthritis, the highest 
percentage of positive reactions is found in lupus erythematosus, 
plasma cell myeloma, and psoriasis. The reaction is sel 
positive in acute hepatitis. The hemagglutinative or “rheuma- 
toid” factor is connected with the gamma globulins, as is 
evident from electrophoresis. The pathalogical substance is prob- 
ably linked to another radical, which has not as yet been 
identified. It appears that the stroma of the red blood cell itself 
is sensitized. 

The Liege school of Belgium, under Professor Roskam, con- 


cortical axis. 


tends that salicylates stimulate the anterior pituitary—adreno- 
Animal experiments have shown that salicylate 


Vol. 161, No, 10 


therapy with high dosage gives the same results as therapy 
with corticotropin; 30 to 35 mg. per 100 ml. of salicylemia 
gives the same reaction as 20 mg. of slowly acting corticotropin. 
Larger doses do not alter the results significantly. To obtain that 
level of salicylate in the blood, 8 gm. a day must be adminis- 
tered. Roskam claims that the hormonal action of salicylates is 
due to liberation of corticotropin. This liberation can be dimin- 
ished or inhibited by barbiturates. Prof. F. Rintelen of Basel 
stated that 16% of the blindness in Switzerland is caused by 
uveitis. Three-fourths of patients with uveitis are over the age of 
40. Few have fever. Uveitis is rarely a prodrome of generalized 
rheumatic disease. Examination of a group of chronic ar- 
thritics showed that only 2% had uveitis. It is not yet known 
whether the origin of uveitis is more often rheumatic or tuber- 
culous. Most patients have a positive Mantoux reaction. Bickel 
of Geneva said that adrenocortical hormone therapy should 
not be given to patients with chronic arthritis of recent onset. 
An apparent clinical cure will be obtained, but irreversible 
destructive changes will take place regardless. At this stage, 
the treatment of choice is with gold, which may bring about a 
complete cure. The treatment must be prolonged. Bickel had 
12 patients whom he treated with gold for five years. Sub- 
jective signs disappeared and they did not want to continue 
therapy, but the disease continued to progress. No more than 
15 or 20% of patients with arthritis should be given cortisone. 


Adrenal Cortical Syndromes in Children.—A. Prader reported 
(Schweiz. med. Wchnschr. 86:289, 1956) on 36 children with 
adrenal dysfunction. The adrenogenital syndrome of childhood 
is usually due to hyperplasia of the glands and rarely to a tumor. 
Virilization due to overproduction of adrenal androgens is 
characteristic of the syndrome. The congenital adrenogenital 
syndrome is a_recessively transmitted hereditary disease. 
Altered glucocorticoid synthesis leads to increased production of 
corticotropin and thus to an increase in androgens. The only 
therapy is administration of physiological doses of cortisone 
or prednisone over a prolonged period. The congenital adreno- 
genital syndrome is complicated in some patients by sodium 
depletion of the Addisonian type. This syndrome must be dif- 
ferentiated from pyloric stenosis by hematological examination. 
Without proper replacement of fluid and sodium chloride, an in- 
fant with this condition will not survive the first few months of 
life. The basis for this loss of sodium chloride is not decreased 
production of aldosterone, but most likely increased production 
of adrenal steroids that cause sodium chloride diuresis. If cor- 
tisone is not administered, the masculinizing symptoms will in- 
crease during the first year of life, but the sodium depletion will 
decrease, presumably as the result of increased production of 
aldosterone. 

The acquired adrenogenital syndrome associated with a 
tumor of the adrenal gland can be diagnosed on the basis of 
the history and clinical signs, as well as determination of 17- 
ketosteroids and the response to cortisone therapy. In contrast 
to congenital adrenal hyperplasia, the chromogenous dehydro- 
isoandrosterone fraction of the 17-ketosteroids is not increased 
and cortisone does not correct their excretion. The tumor should 
be located through the retr and removed. 
Cushing’s syndrome is never congenital. It is the result of over- 
production of the glucocorticoids by tumor or hyperplasia. 
Excretion of corticoid is increased in the blood and urine, but 
the 17-ketosteroid values are variable. The symptoms parallel 
those of adult patients, and, in addition, there is serious 
disturbance of growth. In the case of a tumor, the opposite 
gland is atrophied to such an extent that there is danger of 
adrenal cortical insufficiency after extirpation of the tumor. 
This can be compensated for by the administration of cortico- 
tropin or cortisone. If the condition is due to hyperplasia, a 
course of pituitary irradiation should be tried and, if this fails, 
bilateral adrenalectomy should be performed. 


Extrathyroidal “Hyperthyroidism.”—Zondek and _ Leszynski 
(Schweiz. med. Wchnschr. 86:308, 1956) reported 22 patients 
who presented variable combinations of clinical signs and 
symptoms suggestive of hyperthyroidism (nervous excitability, 
sleeplessness, diarrhea, loss of hair, intolerance of heat, fine 
tremor, asthenia, hyperactive tendon reflexes, slight diffuse 


goiter, ‘exophthalmos or other hyperthyroid ocular signs, and an 
increased b 


asal metabolic rate). True hyperthyroidism was 
ruled out, however, on three counts. The first was the simul- 
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taneous occurrence of such atypical phenomena as gain in 
weight or even adiposity, constipation, vasospastic phenomena 
(cool and pale skin, cold extremities or nonpalpable tibial and 
narrowed retinal arteries), hypertension, and hypercholes- 
terolemia (a conspicuous feature was the marked instability of 
the pulse rate, blood pressure, tremor, skin color and tempera- 
ture, intestinal activity, and basal metabolic rate). The second 
factor was the state of thyroid function as determined by the 
various tracer techniques and serum PBI (protein-bound 
iodine ). The radioiodine uptake in the thyroid and the urinary 
excretion of the isotope were in some patients within the 
range of hyperthyroid, in a few within that of hypothyroid, 
and in the rest within euthyroid ranges. Six patients showed 
an abnormally elevated one or two-hour uptake. The conversion 
ratio and serum PBI were low in two patients and within normal 
limits in the others (including those who had definitely hyper- 
thyroid uptake curves, i. e., the indexes of hormonal synthesis 
in and of hormonal discharge from the gland were not suggestive 
of thyroid hyperactivity). The last consideration was the fact 
that most of the patients were cured by nonspecific therapy 
alone (sedatives, quinine, reserpine, or psychotherapy). The 
basal metabolic rate cannot serve as an index of improvement 
since it is very unstable and does not parallel the clinical state. 
Specific therapy is required only in exceptional cases. Such cases 
apparently represent transitional forms between extrathyroid 
and hyperthyroid conditions. 

The authors believe that both conditions may be due to 
similar stimuli originating in the central nervous system, or 
even in the peripheral target organs, the difference being that, 
in genuine hyperthyroidism, the thyroid is drawn into the chain 
of events, while in cases like those described here it is not or is 
only with regard to certain functions (e. g., iodine uptake, 
but not hormonal synthesis ). 


International University Sanatori Switzerland in 1922 was 
the first country to found an institution for the treatment of 
teachers and students of its universities suffering from tuber- 
culosis—the Swiss University Sanatorium at Leysin. Encouraged 
by the great success of this undertaking, its founder and direc- 
tor, Dr. L. C. Vauthier, hopes to create, likewise at Leysin, an 
international university sanatorium pursuing similar aims and 
at the same time furthering world peace. From February, 1945, 
to September, 1947, the Provisional Reception Center of the 
International University Sanatorium at Leysin, financed by a 


Swiss national grant for the rehabilitation of war victims, made 


it possible to save the lives of a large number of students and 
teachers from war-stricken countries. On June 6 the Swiss 
Foundation of the International University Sanatorium was 
launched. The sanatorium will supply its guests with every 
means of recovery at minimal cost. It will also enable them to 
pursue their studies to the fullest possible extent, in contact 
with their respective universities; to gain a knowledge of sev- 
eral languages; and to widen their general culture and deepen 
their understanding. The sanatorium will a purely non- 
profit institution. The total charge to patients will be about 
$5 daily. An appeal is made to public benefactors everywhere, 
and to international philanthropic organizations, to provide re- 
sources for improving the institution’s equipment, to build up 
the relief fund, and to allow for possible extension in the 
future. Every gift of $7,000 will give the donor the right to 
name and dispose of a bed in the sanatorium. Further informa- 
tion can be obtained through Dr. Vauthier, Avenue de Sully 3, 
La Tour-de-Peilz, Switzerland. 


Arthrosis from Trauma.—T. Marti (Méd. et hyg. 14:163, 1956) 
stated that the criteria used by the Swiss National Accident 
Insurance fund for determining whether a case of arthrosis is 
due to trauma are as tollows. 1. The fact that the patient had no 
incapacity before the accident is not absolute proof that the 
joint in question was previously intact, but a roentgenogram 
taken immediately after trauma and showing arthrotic deformity 
is proof of previous latent disease. 2. Arthrosis may follow an 
accident that is particularly violent, causes marked damage to 
cartilaginous structures, and is followed by serious local trophic 
disorders and prolonged irritation. 3. Minor traumas such as 
torsions, contusions, and injuries to soft parts cannot cause de- 
forming arthropathy, but they may set off an attack of arthrosis 
if the disease existed previously, 4. A bout of arthrosis following 
trauma will usually disappear under proper care and joint 
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function will be largely restored. 5. In general, only those joirts 
directly injured will be the site of a post-traumatic attack of 
arthrosis. 6. The disease rarely spreads to neighboring joints, 
even if these form a static unity with the involved joint. 7. The 
lapse of time between the accident and the first clinical or radio- 
logical manifestations of arthrosis is determined by the nature 
and intensity of the injury and the age and susceptibility of the 
patient. 8. If a post-traumatic arthrosis disappears completely, 
the accident cannot ordinarily be invoked as a cause of any fu- 
ture attacks of arthrosis that may occur, especially if they do not 
occur until much later. 9. Arthrosis is a disease of wearing-out 
and is therefore more truly pathological in young persons. 


Meningococcemia.—W. O. Schmitt and his co-workers (Schweiz, 
med. Wcehnschr. 85:1117, 1955) reported on three patients 
whose cases progressed from such innocent prodromes as 
rhinitis, anorexia, and pain in the joint to acute symptoms of 
meningococcemia within a few hours or days. The first severe 
symptom was vomiting, which probably means that the meninges 
were already involved, although this was not otherwise 
evident so early in the course of the disease. The particular 
affinity Neisseria meningitidis has for the capillary network 
explains the fact that its dissemination is usually accompanied 
by generalized petechiae of the skin, mucous membranes, 
internal organs, particularly the adrenal glands ( Waterhouse- 
Friderichsen syndrome). The septicemia is almost always 
accompanied by meningitis, and lumbar puncture should 
always be performed, even in the absence of meningeal symp- 
toms. The meningitis may precede the septicemia by several 
days. Early diagnosis can also be achieved through culturing 
blood taken from a petechia. The status of the arterial blood 
pressure gives valuable information concerning exacerbation of 
the disease. Penicillin remains the antibiotic of choice for 
treating acute meningococcemia, and desoxycorticosterone is 
indicated also. Intravenous drip infusion of arterenol in the 
amount of 0.1 meg. per kilogram of body weight per minute 
is the only efficient method of combating hypotension. 


UNITED KINGDOM 


Hypotensive Drugs.—A symposium on hypotensive drugs ar- 
ranged by the Biological Council was held in London in April. 
Dr. H. Ing of Oxford said that a number of unrelated com- 


pounds all produce the same end-result, with no simple rules 


governing their chemical constitution and pharmacological ac- 
tivity. The most rewarding field of study for the chemist is 
among the tertiary or bis-tertiary nitrogen compounds, which, 
unlike the ganglionic blocking agents in use at present, should 
be absorbed readily when given by mouth. Clinical trials with 
a new series of ganglionic blocking agents were described by 
el S. Locket of London, who said that the most active of 

roduced a satisfactory fall in biood pressure lasting 12 
to ars with minimal side-effects: was given by mouth, 
but the dose was much larger than the parenteral one. Dr. M. 
Vogt of Edinburgh said that serotonin was released from the 
platelets, brain, and intestine by reserpine and those Rauwolfia 
alkaloids having a tranquilizing action. Reserpine acts on blood 
pressure centrally through the posterior hypothalamus, possibly 
by the release of serotonin. Dr. E. Zaimis of London reported 
that he had shown experimentally that such ganglionic block- 
ing agents as hexamethonium and _ pentolinium § sensitized 
effector cells to epinephrine and arterenol. The diminished 
effect on blood pressure resulting from repeated administration 
might therefore be due, not to diminished sensitivity at the 
ganglionic synapse, but to sensitization of the periphery to 
epinephrine and arterenol. 

Professor McMichael of London said that, in practice, he 
favored the use of pentolinium by injection supplemented by 
reserpine given by mouth. He had abandoned the oral use of 
ganglionic blocking agents because of their severe side-effects. 
Those of pentolinium were minimized by giving a double dose 
at night. In the last five years, the survival rate among patients 
with grade 4 hypertension treated by him with hexamethonium 
or pentolinium was 50%. Untreated, nearly all these patients 
would have died within 2% years. Retinitis, papilledema, head- 
ache, heart failure, and systolic murmurs disappeared, but renal 

‘ cerebrovascular complications, and the risks of throm- 
bosis and hemorrhage were unaffected. The speaker described 
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a complication not hitherto encountered and peculiar to therapy 
with the methonium drugs—organized fibrous pulmonary edema. 
Prof. F. Smirk of Dunedin, New Zealand, said that patients 
attended his clinic every day until their blood pressure was 
stabilized between 110 and 140 mm. Hg systolic, measured 
standing, then they came twice a week, and finally weekly. 
They were taught to give themselves injections subcutaneously 
with ganglionic blocking agents, such as pentolinium, and 
during the first week blood pressures were taken at the clinic 
by technicians every half-hour. Use of pentolinium was supple- 
mented with small doses of the Rauwolfia alkaloids, such as 
reserpine, rescinnamine, or recanescine in doses of 0.5 mg., 
0.75 mg., and 1 mg. respectively daily. The patients were kept 
standing or sitting to enhance the fall of blood pressure; no 
patient was allowed to be recumbent, even when in 
Ecolid and mecamylamine had been tried, but, as their ad- 
ministration produced unpleasant side-effects, their use was 
abandoned. The speaker estimated that in six years the survival 
rate in patients with malignant hypertension was 57%; the 
survival rate in the Keith-Wagner series ‘of similar patients 
untreated was 2% in the same period. In the last six years, 320 
patients in grades 2, 3, and 4 were treated and there were only 
80 deaths. The annual mortality in all grades is now only 11%. 
Of patients with hypertensive heart failure and cardiac asthma, 
50 to 75% can now be treated with ganglionic blocking agents 
and Rauwolfia alkaloids without recourse to the use of digitalis 
and diuretics, salt restrictions, and prolonged rest. Prophylactic 
treatment in patients with nonmalignant hypertension may 
arrest the progress of the disease into the malignant form. The 
chance of nonmalignant hypertension becoming malignant was 
estimated to be 1 in 200 by McMichael. 

Dr. B. Hood and co-workers of Goteborg, Sweden, reported a 
series of 900 hypertensive patients treated with ganglionic block- 
ing drugs. In grade 3 patients, the survival rate over five years 
was 50%. In a series of 66 patients with grade 3 and 4 
hypertension, 55 were living and, of these, 20 held full-time 
jobs. The speaker believed that the modern drug treatment 
of hypertension was better than sympathectomy. Dr. G. Perera 
of New York, on the other hand, believed that the lives of 
patients with asymptomatic hypertension were being made 
miserable by the administration of potent hypotensive drugs. 
He found that the Rauwolfia alkaloids did not produce an ade- 
quate fall of biood pressure and, in some patients, caused 
mental depression. The veratrum alkaloids must be used to 
the limit to affect blood pressure, and at this level they cause 
vomiting. Hydralazine is of value only when combined with 
other drugs such as the ganglionic blocking agents, but the 
side-effects and difficulties of regulation of the latter have kept 
the speaker from using them in any but cooperative patients 
with advanced disease. 


Treatment of Hematemesis.—Discussion on the treatment of 
hematemesis due te gastroduodenal hemorrhage resolves itself 
into arguments for and against operation. From a study of 
hospital records, Brandon ( Lancet 1: 360, 1956) observed that 
emergency gastrectomy had a case fatality rate of 50%, whereas 
in elective gastrectomies it was only 2%. He concluded that 
surgery was best confined to those patients who could be 
saved only by operation. The use of epinephrine to stop 
gastric hemorrhage was abandoned many years ago. Brandon 
has revived this treatment, using very large doses. He claims 
that many patients stop bleeding after the passage of a Ryle 
tube, a washing out of the stomach, and the injection of 40 cc. 
of a 1:1,000 solution of epinephrine and 5 ml. of Stypven 
(Russell viper venom) down the tube. After slow withdrawal 
of the tube, a slow intravenous transfusion of 2 to 4 pt. of 
blood is started. After using this method on 92 patients, 
Brandon concludes that emergency gastrectomy is the seco 
line of defense. The mortality in the epinephrine-Stypven 
series was 7.6%, compared with 12% in combined expectant 
and surgical treatment. Brandon first deals with gastroduodenal 
hemorrhage medically by means of epinephrine and Stypven. 
If bleeding recurs within 72 hours and is excessive, additional 
treatment with these two drugs is given and gastrectomy per- 
formed without further delay. 


Congenital Syphilis.—Congenital syphilis is preventable, if 
maternal infection is recognized in time to be adequately 
treated. As this is often clinically latent, the best hope of pre- 


, 
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venting the congenital disease is serologic testing before deliv- 
ery. This was formerly done in most prenatal clinics, but, after 
the introduction of the National Health Service, the general 
practitioner took over much of the prenatal care of expectant 
mothers, and prenatal blood testing is seldom done. Dr. S. 
Laird (Brit. M.J. 1: 768, 1956) has examined the records of 
139 children under 5 years of age who had had congenital 
syphilis. The disease occurred most commonly because the 
expectant mother did not seek any maternal care or because 
the general practitioner neglected to include a blood test in 


~ his prenatal supervision. Other causes of failure to prevent 


congenital syphilis were late diagnosis that did not allow time 
for treatment to prevent infection of the fetus; premature labor, 
which reduced the time available for prenatal treatment; failure 
of some of the expectant mothers to continue antisyphilitic 
treatment; and lack of integration of maternity services and 
venereal clinics. Some pregnant women, in spite of a negative 
song blood test, may still produce a child with congenital 
syphilis. 


B.M.A. and Medical Education.—The British Medical Associa- 
tion’s committee on medical education, which was set up in 
January, 1955, to consider the proceedings of the first World 
Conference on Medical Educatien and to make suggestions for 
the second world conference, to be held in the United States 
in 1959, has published its report in the supplement to the 
British Medical Journal (April 14, 1956). A much freer ex- 
change of teaching personnel between universities in different 
parts of the world was recommended. The aim, methods, and 
effectiveness of medical education can be studied much more 
successfully by a visiting teacher than by delegates to a con- 
ference, It was also recommended that the director of the Well- 
come Museum of Medical Science in London should act as 
adviser about the preparation of the proposed central catalogue 
or collection of visual aids. The first world conference recog- 
nized the importance of teaching social medicine that covers 
the function of medicine in the community; classic public 
health, hygiene, and sanitation; epidemiology and demography; 
and specific social factors in the cause and maintenance of 
disease and the social consequences of illness. The student 
should learn about the people he will work with and the com- 
munity services with which he will have to cooperate. The 


structure of health services and the use of ancillary medical 


services should be taught by visits to health and welfare 
centers, by domiciliary visiting, and by experience in general 
practice. Students should report on services available to assist 
the patients allocated to them during clinical clerkship and on 
how these services are actually working. Classic public health, 
hygiene, and sanitation are subjects for postgraduate specialist 
teaching. For the teaching of epidemiology and demography, 


» lectures are considered unsatisfactory. Exercises should be 


given on drawing conclusions from tables and graphs and from 
available figures in the Registrar-General’s reports and similar 
documents. Problems amenable to epidemiological study should 
be presented to demonstrate to students the research value of 
the technique, and emphasis should be placed on the part that 
practicing physicians can play in the collection of data by 
conscientious certification. 

Special techniques recommended for instruction on the 
specific social factors in the cause of disease include the use of 
joint semmars with clinician and medical, psychiatric, or other 
social workers; tape records of histories taken by a social worker 
for comparisons with routine medical histories; visits by students 
to the homes of patients to see the social background; trips to 
factories and mines to see occupational hazards; and follow-up 
of patients discharged from the hospital, whenever social 
factors are considered important. The teaching of social and 
preventive medicine should be accomplished by fostering 
mental attitudes in the student. This can be effectively achieved 
only if every medical school has a department that is actively 
concerned with the subject and closely linked with the clinical 
departments, so that the teaching of the social and clinical 
aspects of medicine, pediatrics, surgery, gynecology, and obstet- 
rics can be fully integrated. 

The committee believes that the “Recommendations” of the 
general medical council relating to general and premedical ed- 
ucation, professional education, professional examinations, and 
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minimum standards of licensure, which were last revised in 
1947, should be further revised. These “Recommendations” 
are too detailed and rigid and, by reason of their wording, have 
come to have almost the force of regulations. This is one reason 
why, although there has been general agreement with the ideas 
expressed at the first World Conference on Medical Education, 
little can be done to put them into operation in England. The 
division of the period of professional education into three parts 
( preclinical studies, the transition period, and clinical studies), 
each with its minimum allocations of time, has disadvantages, 
The frontiers of the various subjects for study vary from time 
to time, and a medical school might wish to experiment in 
rearranging the curriculum, This is not possible under the 
present “Recommendations.” Experience has further shown that 
a transitional period of study is not necessary, and the committee 
urges that the recommendations on this matter be dropped. 
The modern idea that the student should be brought into 
contact with the patient as early as possible in his training 
cannot be put into effect under the existing “Recommendations.” 
The requirement that the whole body be dissected by each 
student is controversial and has resulted in an insufficiency of 
material for postgraduate teaching. One way of encouraging 
experiment would be for the general medical council to publish 
reports of experiments in medical teaching made in individual 
medical schools. 


Perforated Peptic Ulcers.—For a perforated acute peptic ulcer, 
aspiration is the treatment of choice, whereas, for a perforated 
chronic peptic ulcer, gastrectomy is the treatment of choice, 
according to Taylor and Warren (Lancet 1:397, 1956). This 
conclusion is based on their findings in 47 successive patients 
with perforated acute peptic ulcers treated conservatively by 
aspiration and in whom follow-up studies were made covering 
10 years. All recovered without complications, and during the 
follow-up period only three developed dyspepsia. In all three, 
the symptoms were mild and none had to be operated on. These 
results were compared with those reported by Gilmour in a 
series of 119 patients with perforated acute peptic ulcers 
treated by suture. All in this series recovered, but, during a 
seven-year follow-up period, nearly 25% developed chronic 
ulcers, and half of these had to be operated on. The authors 
contend that it is the suture-produced extension of the acute 
ulcer that is responsible for the transition to chronicity. The 
position with regard to the perforation of chronic ulcers is quite 
different. The authors report a case fatality rate of 14% in their 
series of 143 patients treated by aspiration and compare this 
with Gilmour’s rate of 15% in 87 treated by suture. Neither 
suture nor aspiration is safe enough for the treatment of per- 
forated chronic ulcers, and partial gastrectomy is the treatment 
of choice for these patients. Where this is not possible, however, 
the figures do not show any advantage for suture over treatment 
by aspiration. Unless operation is undertaken with a view to 
partial gastrectomy, it is better not to operate at all. 

The authors state that in the emergency room the patient 
should be given morphine and the stomach contents should be 
evacuated. After the patient has been transferred to the ward 
and his acute distress has subsided, his condition is reviewed in 
detail and it is decided what type of ulcer has perforated. If 
it is decided that this is an acute ulcer, gastric aspiration is 
continued. If, on the other hand, the lesion is determined to 
be a chronic ulcer and there are no contraindications to opera- 
tion, the patient is prepared for partial gastrectomy. If the 
patient has a perforated chronic ulcer but is too ill for partial 
gastrectomy, gastric aspiration is continued with special watch- 
fulness for the complications that may arise. 


Medical Curriculum.—The Royal College of Physicians has sent 
a memorandum to the General Medical Council, which is re- 
sponsible for planning the medical curriculum, with suggestions 
for its reform. The college states that to give full training in 
any branch of medicine has become impossible. Instead of a 
comprehensive vocational training, the aim should be to give 
the student a basic professional education of high standard. He 
should acquire soundly rooted knowledge on which any branch 
can be grafted later. On graduation the student will be neither 
a general practitioner nor a specialist, but he should be fit to 
practice under supervision. His training should have given 
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him a scientific outlook and skill in collecting clinical informa- 
tion. The student’s methods of thought should enable him to 
approach any clinical problem rationally. The college depre- 
cates the intensive so-called scientific training that many stu- 
dents get before entering medical school. Their general 
education ceases at age 16 and for two or three years they 
study three or four sciences intensively (usually physics, chem- 
istry, mathematics, and biology). These are taught less for 
their own sake than as subjects for examination and are often 
presented as a mass of facts to be memorized, thus leading to 
unsound habits of learning. In selecting future medical stu- 
dents, importance should be attached to achievements outside 
scientific subjects and pursuits. The arts student can make just as 
‘good a physician as the science student. The college considers 
that, from the age of 16 years until entering medical school, 
the student should have a wider education, for example in 
English and foreign languages. This would make him a more 
tured person and eventually a better physician. 

In the preclinical period, study should be directed to incul- 
cating a further understanding of the scientific method and to 
strengthening scientific habits of thought, but courses should 
be so designed that they are parts of the basic education of a 
physician—not as training for a future anatomist, physiologist, 
biochemist, or pharmacologist. The material taught should be 
integrated with previous studies and with the clinical work 
that lies ahead. The cramming of superficial knowledge merely 
to pass an examination is harmful. The academic studies of 
this period of training are a useful part of a basic education 
in medicine. The necessary integration between preclinical and 
clinical studies can be achieved only if the character of the 
examinations that separate them is altered. The preclinical 
subjects should be taught in outline only, rather than compre- 
hensively, and their teaching should be continued (especially 
of physiology) during the clinical period. Throughout the 
clinical period, the fundamental unity of medicine should be 
emphasized. Each school should work out its own curriculum, 
best suited to its own character and capacities. There should 
be no barriers, physical or mental, between one department of 
medicine and another. The interest and understanding of the 
student will be stimulated by working in his final year in an 
atmosphere of progress and research. The period of training 
before serving a year as an intern cannot be shortened to less 
than five years. Frequent and adequate holidays are necessary 
to preserve freshness of mind. There is scope for experiments 
in medical education, and medical schools should explore the 
possibility of this. Clinical teachers should not spend all their 
time in the hospital in which they teach. Students could also 
profit by experience outside their own hospital and in general 
practice. To impose a single curriculum for all medical schools 
would stifle initiative. 

Causes of Tropical Anemia.—Microcytic anemia is a common 
and serious cause of ill health in most tropical and subtropical 
countries. From observations made in India and Africa, Foy 
and Kondi suggest that the two main causes of iron deficiency 
in tropical areas are failure to absorb iron, because of the type 
of diet, and excessive loss of iron (Lancet 1: 423, 1956). 
India and Ceylon the main article of diet is rice, which he a 
high phytic acid content and renders much iron unavailable. 
Some types of diet affect the ecologic balance of the intestinal 
flora and upset the synthesis and absorption of essential factors. 
Foy and Kondi have shown that under tropical conditions 
much iron is lost in the sweat. Even if the intake of iron is 
adequate, poor absorption and loss in the sweat may produce 
an iron deficiency anemia. The authors found that, whereas 
most of these anemias respond to therapy with ferrous sulfate, 
some do not, and these patients with anemia are found to have 
a low blood protein level or low serum albumin. When given 
extra protein in the form of milk, most of them respond to the 
administration of iron. The few that do not, do respond to the 
giving of folic acid or vitamin Byp. 


Vital Statistics. —Specific rates for deaths from cancer, tubercu- 
losis, and childbirth in England and Wales in 1955 are given 
in the Registrar-General’s latest report. The rate for all forms 
of cancer was 2,252 per million for men and 1,873 for women. 
This represents a slight increase for men and a slight decrease 
for women, Deaths from cancer of the lung and bronchus in- 
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creased in men from 657 per million in 1954 to 693 in 1955; 
the corresponding figures for women were 102 and 106 per 
million; 31% of all deaths from cancer in men were reported as 
due to cancer of the lung and bronchus; and only 6% of all 
deaths from cancer in women were due to this cause. The 
death rate from pulmonary tuberculosis in 1955 was 131 per 
million. This represents a decrease of 18% from the previous 
year’s figure. The death rate from other forms of tuberculosis 
was 15 per million, compared with 19 in 1954. The maternal 
mortality rate, which includes that due to abortion, was 0.64 


per 1,000 live and still births. This is the lowest figure ever a 


recorded. The Registrar-General has forecast the future popu- 
lation of England and Wales. The estimate for 1965 is 
45,580,000 (44,623,000 in 1955); for 1975, 46,364,000; and 
for 1985, 46,690,000. A decline to 46,328,000 is forecast for 
in 1995. 


Blood Groups in Diabetes.—McConnell, Pyke, and Roberts 
examined the blood groups of 1,333 patients with diabetes in 
the Liverpool and Oxford areas (Brit. M.J. 1: 772, 1956). As 
controls, 6,494 blood donors were used. This study was 
prompted by the finding of Aird and his co-workers that there 
is an association between carcinoma of the stomach and blood 
group A and between peptic ulcer and blood group O ( Brit. 
M.J. 1: 315, 1954) and because of the infrequency of duodenal 
ulcer in patients with diabetes. In male diabetics, it was found 
that there is a greater number of patients with blood group A, 
the difference from the control group being highly significant. 
This was true in both the Lancashire and Oxford areas. The 
evidence, however, does not justify more than a tentative con- 
clusion. The blood groups of the women diabetics, on the 


_ other hand, did not differ significantly from those of the con- 


trols. Subdivision of the diabetic patients by age at the onset 
of the disease, by insulin requirement, and by family history 
gave negative results in the women. In the male diabetics, the 
excess found of blood group A persons was much greater 
in those with close relatives known to be similarly affected. 


Rabies.—Rabies is rare in Great Britain. The last civilian to 
die from it did so in 1911. A case that recently occurred in 
general practice is described by Laughlin and Ross (Lancet 1: 
421, 1956). An Englishman was bitten by a dog in Pakistan, 
where rabies is endemic. The dog died the next day. Two 
months later the man returned to England; 10 days later he 
developed signs of rabies and subsequently died. The - 
nosis of rabies was confirmed histologically by the finding of 
the Negri bodies of rabies in the brain and by the recovery 
of rabies virus after the inoculation of mice with the patient's 
saliva. Rabies is almost unknown in Great Britain because of 
the strict quarantine laws for dogs arriving from abroad. The 


quarantine period of six months is essential because of the ““%y 
long incubation period before the disease may become manifest. 


Protest Closing of Hospital.—The London Executive Council 
and the London Local Medical Committee have protested to 
the Ministry of Health a proposal to close St. George-in-the- 
East Hospital, Stepney, which has 200 beds. It is claimed that 
to close the hospital when there is a great shortage of beds, 
particularly for geriatric cases, is indefensible. The hospital 
supplies a vital local need, particularly since transport from 
this area to other London hospital areas is difficult. The Min- 
istry of Health argument for closing the hospital is the shortage 


of nurses. 


Museum of Orthopedics.—The Wellcome Museum of Ortho- 
pedics of the Institute of Orthopedics was opened at the 
Royal National Orthopedic Hospital, London, in April. Much 
ingenuity and scientific thought has been applied to make the 
most of the modest amount of space available. Dr. H. A. 
Sissons, the curator of the museum, said that he hoped that the 
museum would be of research interest as well as of teaching 
value. A number of exhibits are of historic importance and 
include specimens prepared by John Hunter, Sir James Paget, 
and Percivall Pott. There are pathological specimens of condi- 
tions rarely encountered in these days of chemotherapy, such 
as fatal suppurative arthritis, acute osteomyelitis, and the 
bony lesions of advanced syphilis. 
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THE PHYSICIAN IN SERVICE 


To the Editor:—1 have read, with great interest, the article 
“The Civilian Doctor and Our Future Security,” by Dr. Isador 
Ravdin (159: 1109 [Nov. 12] 1955); the letter to the Editor by 
Lieut. Robert Hahn and Lieut. John Raffensperger, M.C., U. S. 
N. R. (160:899 [March 10] 1956); and, in addition, the various 
replies by other correspondents to the letter written by the 
latter doctors. In the main, the various letters that have been 
published have been written by Naval Reserve medical officers 
not on inactive duty. I feel that some comment from a former 
medical officer in the regular Navy would be of interest to all 
doctors. I spent almost seven years in the regular Navy, that 
is from 1947 until 1954, at which time I was forced to resign 
my commission chiefly because of inadequate pay. During 
this period of seven years, I received residency training of a 
high caliber in my chosen specialty, urology. It was my great 
pleasure, during this period, to be associated with physicians 
in the regular Navy and the Naval Reserve who, in a teaching 
capacity, gave me urologic training that has stood me well 
both in naval practice and in civilian practice. I wish to com- 
mend, especially, those physicians in the regular Navy who 
have remained in service, at a very distinct financial loss, and 
who by reasons of desirability for further training in their own 
specialties have come to be recognized in civilian circles as 
tops in their chosen fields. These men, and I speak of the phy- 
sicians with whom I was associated in naval hospitals, are 
dedicated and faithful servants of the United States govern- 
ment, and consequently of the American people. I have seen 
them, on numerous occasions, provide medical care of top- 
flight quality at all hours of the day and night unbegrudgingly 
and with no concern about financial recompense. 
Unfortunately, many physicians who had had excellent resi- 
dency training at good naval hospitals were forced to resign 
their commissions, chiefly for financial reasons, in 1954 and 
1955. It is true that there are many reasons that prejudice 
physicians against military service, chief among which is the 
frequent change of duty and the necessity for moving one’s 
family. However, I am sure that with the recent congressional 
legislation, which has provided a substantial increase in pay 
career medical officers and has also made promotion more 
~ likely on an incentive basis, many career medical officers will 
now be able to remain in the service and provide the high 
quality of care that our servicemen so justly deserve. I hope 
that this letter from a former physician in the regular Navy 
will help to refute the statement that many of the career offi- 


~~ cers hold a “lackadaisical attitude toward the practice of medi- 


cine.” My former associates in the regular Navy practice medi- 


cine at the highest level. 


Tuomas N. Quitter, M.D. 
1040 Delaware Ave. 
Marion, Ohio. 


EDROPHONIUM CHLORIDE FOR PAROXYSMAL 
AURICULAR TACHYCARDIA 


To the Editor:—Edrophonium (Tensilon) chloride [dimethy]- 
ethyl (3-hydroxyphenyl) ammonium chloride] has been used 
as a diagnostic tool in myasthenia gravis and as a therapeutic 
anticurare agent in anesthesia and electric shock therapy. Its 
formula and its pharmacological actions as an anticholinesterase 
and anticurare agent resemble those of neostigmine ( Prostig- 
min), Of the series of neostigmine analogues synthesized re- 
cently, edrophonium chloride was found to have maximal anti- 
curare action, short duration of action, minimal cholinergic 
effect on smooth muscle, and low toxicity. In our small series 
of unanesthetized human controls there was no significant 
effect on blood pressure or pulse rate. No fatalities have been 
reported, and the only contraindication to its use is bronchial 
asthma. We decided to try edrophonium chloride in patients 
with paroxysmal auricular tachycardia uncomplicated by con- 
gestive heart failure because it combines the desirable qualities 


of neostigmine (low toxicity) and acetylcholine (intravenous 
route of administration, rapid peak action, and rapid elimina- 
tion). We have observed conversion from paroxysmal auricular 
tachycardia to regular sinus rhythm in five bouts (in four pa- 
tients) that did not respond to carotid sinus pressure alone: two 
responded to 10 mg. of edrophonium chloride plus carotid sinus 
pressure, two responded to 20 mg. of edrophonium chloride 
alone, and one responded to 20 mg. of edrophonium chloride 
plus carotid sinus pressure. All conversions occurred from one 
and a half to four minutes after injection. In another patient, 
edrophonium chloride enabled the correct diagnosis of auricular 
flutter to be made by temporarily slowing a 2:1 flutter to a 3:1 
or 4:1 flutter. We have seen edrophonium chloride be ineffec- 
tive in patients who are receiving digitalis or quinidine. At 
the present time we recommend that 20 mg. of edrophonium 
chloride be given intravenously to adult patients with uncom- 
plicated paroxysmal auricular tachycardia who have not re- 
sponded to carotid sinus pressure alone. Atropine, 0.8 mg., 
should be kept at hand for intravenous administration should 
any severe untoward reactions occur. The patient should be 
in the supine position and forewarned to expect the mild side- 
effects of blurred vision, lacrimation, fasciculations of the orbi- 
cularis oculi muscles, occasional nausea, and vague abdominal 
sensations. These side-effects begin one to two minutes after 
injection and subside two to three minutes after injection, with 
an average duration of one minute. If there is no conversion 
to regular sinus rhythm after three to four minutes, then carotid 
sinus pressure should be applied to potentiate the vagomimetic 
action of edrophonium chloride. If there is no response in 10 
minutes, then other therapy has not been unduly delayed. 


Marvin R. BLUMENTHAL, M.D. 
253 Witherspoon St. 

Princeton, N. J. 

PETER KORNFELD, M.D. 

Mount Sinai Hospital 

New York. 


BASIC SCIENCE TEACHING 

To the Editor:—In the May 5, 1956, issue of Tue JourNat, 
page 27, there appeared an excellent article by Dr. Howard P. 
Lewis of Portland, Ore., entitled “Integration of Basic Science 
with Clinical Training.” Dr. Lewis has stated that “The weak- 
ness of our present-day graduates in this subject is glaring, 
and this is a severe handicap to them.” All that Dr. Lewis has 
stated in this excellent article is certainly true. Most medical 
graduates today do not possess a good knowledge of basic 
science, nor has any attempt been made to integrate such 
knowledge as they have received from men who are not espe- 
cially interested in the clinical side of medicine. This can be 
done to some extent by regular ward rounds and clinical con- 
ferences, Some of our medical schools are making a real effort 
in that direction. Northwestern University Medical School is 
concentrating upon the teaching of both juniors and seniors 
through an integrated training program in the hospitals affili- 
ated with the medical school. This, in my opinion, is a splendid 
step forward. 

On the other hand, I would like to make clear that it is 
not possible to teach medical students, interns, or residents as 
much basic science as is necessary, or to integrate such basic 
science knowledge as they may already have, as adequately as 
this should be done, when it is merely a side issue combined 
with a busy clinical service in the hospital. Basic science needs 
to be reviewed at some period during the postgraduate training 
program and can be reviewed most thoroughly if the courses 
are given over a six-month period when the trainees can 
devote their entire time to it. This basic science course should 
enlist the help of both the preclinical and the clinical faculties 
of the school. Such a program is offered at Northwestern Uni- 
versity for trainees in orthopedic surgery. Insofar as I have 
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been able to learn by observation, reading, and discussion 
with my orthopedic fellows and also from the conclusions 
presented by the men who have taken this training program, 
it is exceedingly worthwhile. This is not a dry, didactic basic 
science review. It does succeed in integrating much of the 
knowledge of the basic sciences with clinical training. In addi- 
tion to that, the forms of training recommended by Dr. Lewis 
during the senior year in medical school, and subsequently 
as interns and residents, are necessary if the men are to com- 
plete their training well-rounded as doctors capable of doing 
research and of applying the scientific knowledge that they 
have acquired to the care of their patients. 


Epwarp L. Compere, M.D. 

Chairman, Department of Orthopedic Surgery 
Northwestern University Medical School 

303 E. Chicago Ave. 

Chicago. 


CONFUSION CONCERNING URINE SUGAR TESTS 


To the Editor:—Recently a patient was admitted to this hospital 
presenting a new cause for diabetic acidosis that is worth bring- 
ing to the attention of the medical profession. The patient was 
an elderly, fairly stable diabetic, whose condition was quite well 
controlled with 40 units of protamine zinc insulin daily. He had 
routinely used the Ames Clinitest tablets to determine the 
urinary excretion of glucose. In this test a negative reaction is 
indicated when the urine in which the tablet is dissolved 
becomes blue. About one month before admission the patient 
was sold, without a physician’s prescription, recommendation, 
or directions, a new unit to use in testing urine (Lilly Tes-Tape). 
In this test, in contrast to the Clinitest, a blue color indicates a 
4+ reaction. Despite the printed directions, the patient inter- 
preted the blue color change as indicating a negative reaction 
.in accordance with his previous experience with the Clinitest 
tablets. As a result, the patient progressively decreased his 
insulin dosage and finally eliminated it entirely shortly before 
his admission in acidosis. Even further confusion has been 
introduced by the Ames Clinistix, which turn blue in the 
presence of glucose in contrast to the Ames Clinitest tablets, 
where a blue color indicates the absence of glucose. At least 
in some patients, confusion of interpretation of urine sugar 
reactions between the Clinitest and the newer units may result 
in serious accidents. Attention to this hazard on the part of the 
druggists supplying the units and the physicians caring for 
diabetic patients will be needed, since this may become a fre- 
quent cause of diabetic complications. It is suggested further 
that the respective companies supplying the newer testing 
materials display a prominent warning on the label relative to 
the significance of a blue color reaction. 


BERTRAM FLEsSHiER, M.D. 

Rosert H. Grover, M.D. 

Mount Alto Veterans Administration Hospital 
Washington 7, D. C. 


PARKINSONISM 

To the Editor:—We read with great interest the article by Dr. 
Cooper and co-workers entitled “Surgical Alleviation of Parkin- 
sonism” (J.A.M.A. 160:1444-1447 [April 28] 1956), in which 
“chemopallidectomy” for treatment of Parkinson tremor is 
described. Though they speak of nonstereotaxic injection, they 
use principles quite similar to those described by us previously; 
namely, a needle guide and an intracranial reference point such 
as the foramen of Monro. ir apparatus is certainly much 
simpler than our stereoencephalotome. The question, however, 
arises whether a too radical simplification does not have certain 
disadvantages. Our stereoencephalotome has a needle carrier 
permitting motion of a needle electrode or cannula millimeter 
by millimeter and angulation degree by degree in every direc- 
tion, so that one is able to change position and direction of 
the electrode as it may be necessary in the individual case. 
This is hardly possible with Dr. Cooper’s simplified instrument, 
except if the apparatus is reapplied in a new position and the 
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whole procedure is started all over again. The advisability of 
injecting alcohol for production of circumscribed lesions in the 
globus pallidus must be seriously doubted. Figure 1 in Dr. 
Cooper’s article shows very clearly not only that the medial 
segment of the pallidum lies close to the internal capsule but 
also that the cannula is directed toward this structure so that 
there is considerable danger of a spread of the injected alcohol 
toward the internal capsule and its motor corticifugal pathways, 
particularly if one considers that fluids injected in the central 
nervous system se rather irregularly as has already been 
pointed out by Carpenter and Whittier (J. Comp. Neurol. © 
97:73-131 [Aug.] 1952). We performed injections of small 
amounts of alcohol into the pallidum in treatment of extrapyra- 
midal disorders as early as 1949 (Philadelphia Neurological 
Society, April 22, 1949, reported in Arch. Neurol. & Psychiat. 
64:295-296 [Aug.] 1950). In view of the above-mentioned 
difficulties inherent in any injection of fluids, we therefore 
abandoned this method in 1950, replacing it by electrical 
methods of producing small, circumscribed, graded lesions in 
the globus pallidus (pallidotomy) and in the ansa lentiformis 
(ansotomy) for the treatment of extrapyramidal disorders, 
including tremor and rigidity of paralysis agitans (Confinia 
neurol, 12:245-246, 1952; A.M.A. Arch. Neurol. & Psychiat. 
71:598-614 [May] 1954). 
E. A. Sprecer, M.D. 
H. T. Wycis, M.D. 
Temple University 
Philadelphia 40. 


IATROGENIC HEART DISEASE 
To the Editor:—1 have read with special interest the article 
“Clinical Implications of Errors in Electrocardiographic Inter- 
pretation,” published in THe (161: 138-143 [May 12] 
1956) by Dr. Myron Prinzmetal and associates. It is obviously 
of great importance to understand the limitations involved 
in electrocardiographic interpretation, and perhaps it cannot 
be emphasized too often in medicine that laboratory and 
technical aids should be adjuncts only to a diagnosis in which 
other findings and factors are carefully considered. How- 
ever, are there not grave objections to a new category of “heart 
disease of electrocardiographic origin?” It has been seriously 
questioned that a physician’s error of interpretation in any 
type ot heart examination really causes the cardioneurotic 
symptom complex so frequently observed. The natural history 
of the over-all illness suggests strongly that it is of longer 
duration and more complex cause than may be explained by 
a simple iatrogenic concept. Closer study of these patients 
often discloses an impelling need and drive to objectify their 
mounting anxiety by hypochondriac ‘fixation upon the heart. 
In so suggestible a climate, it is possible that whatever a physi- 


cian may do or say will be later interpreted by the patient “" 


as confirmatory of heart disease. 

In a recent reexamination of this subject (latrogenics and 
Cardiac Neurosis—A Critique, J.A.M.A. 156:1133-1138 [Nov. 
20] 1954), I have contended that there may be many basic 
oversimplifications and inaccuracies in our current concept of 
iatrogenic heart disease. 1. There is usually lack of proof as 
to what the physician actually said. 2. Heart symptoms are 
often present long before the supposedly precipitating “iatro- 
genic” statement or suggestion. 3. There is rarely any evidence 
to show that patients with cardiac neurosis really fear heart 
disease; on the contrary, their over-all behavior indicates that 
they need and seek a tangible bodily defect, perhaps as a 
rationalistic lesser-evil defense against suspected mental illness. 
4. Reassurance that the heart is sound, unless accompanied 
by other forms of positive follow-through treatment, not only 
may be ineffective but may indeed aggravate anxiety and other 
symptoms. It is suggested that, on further study and reappraisal, 
iatrogenicity in cardiac neurosis may best be considered to 
represent errors not of commission but of omission, in failing to 
appreciate and treat the over-all medical needs of the patient. 


ANpDREW D. Hanrt, M.D. 
University of Virginia Hospital 
Charlottesville, Va. 
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AMERICAN COLLEGE OF PHYSICIANS 

Menopausal Syndrome.—At the annual meeting of the Ameri- 
can College of Physicians in April in Los Angeles, Dr. Paul 
Starr of the University of Southern California, speaking on the 
* climacteric syndrome, said that adrenocortical deficiency in the 


~» production of androgens and estrogens is one of the common 


causes of subclinical disease in older people. In the past, meno- 
pausal disorders in women and some diseases of older men 
were treated with sedatives and psychotherapy because of the 
erroneous beliefs that (1) female sex hormone is not produced 
after the menopause and is no longer needed; (2) giving estro- 
gens will prolong the transitional period and delay readjustment 
to the climacteric; (3) estrogens will cause periodic endometrial 
bleeding; and (4) estrogens are not normally maintained in 
older people and may therefore predispose to cancer of the 
uterus and breast. More recent observations have shown that, 
although all women experience the menopause, many of them 
have no “change of life.” Normal women produce significant 
amounts of estrogen after the menopause. Furthermore, the 
adrenal cortex is a normal source of androgens, estrogens, and 
progesterones. In men, two-thirds of the total androgen secre- 
tion at all times is derived from the adrenal cortex, not from 
the gonads, and estrogen, which is produced steadily to meet 
metabolic requirements, comes entirely from the adrenal cor- 
tex. In women the adrenal is the only source of the necessary 
androgen. Estrogen and androgen production continues after 
50 in both sexes and is sustained at a significant level through- 
out life. 

Many women over 50 have no menopausal symptoms. In 
others the dysfunctions are transient, but some have complaints 
that might properly be attributed to adrenal failure. “The 

of chronic adrenocortical sex hormone insufficiency 
should be considered if the autonomic post-menopausal ner- 
vous symptoms fail to clear up after a few months.” A rapid 
development of “obesity, hypertension, osteoporosis, arthritis, 
coronary insufficiency or thrombosis and complaints of exhaus- 
tion, weakness, fatigue and depression, or local symptoms, such 
as atresia, vaginitis, urethritis and cystitis suggest endocrine 
deficiency. Laboratory screening procedures that may be use- 
ful are: histologic interpretation of vaginal epithelial smears 
for estrogen effect; the bioassay of the amount of pituitary 
gonadotropin and estrogen in the urine; and the chemical de- 
termination of the excretion of androgens.” These procedures 
may seem troublesome and expensive for a subclinical condi- 


“tion, but if it discloses the underlying metabolic disturbance 


_it is worth the time and expense, especially as effective hor- 
monal therapy is available. 

No regular degeneration of the gametogenic tissue is ob- 
served in all men. “Neither is there any evidence of a hormonal 
climacteric—an abrupt change in the amount of hormone. se- 
creted from one category of magnitude to another at 50 or 60 
years of age.” A reduction of androgen excretion of about 23% 
occurs between the fifth and sixth decades and of about 3% 
from sixth to the seventh. The changes are not great enough, 
however, to justify the concept of a male climacteric. 


Rheumatic Diseases.—Dr. Edward W. Boland of St. Vincent's 
Hospital in Los Angeles spoke on the management of rheumatic 
diseases and said that the practical application of the cortisones 
in responsive chronic diseases such as rheumatoid arthritis is 
beset with difficulties because of certain side-effects attending 
their use. The development and synthesis of two crystalline 
steroids, prednisone and prednisolone, has done much to over- 
come these difficulties. The compounds are closely related to 
cortisone and hydrocortisone, respectively, but they exhibit 
three to four times the adrenal cortical hormonal activity of 
the latter. The two derivatives in respect to initial suppresive 
influence, maintenance of improvement, and adverse reactions 
were practically interchangeable. When initial suppressive 
doses were given with the dose then gradually reduced and 
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maintenance doses given indefinitely, the pattern of immediate 
and subsequent improvement corresponded closely to that which 
results from giving hydrocortisone or cortisone. Satisfactory 
levels of improvement were maintained in 38 of 39 patients 
who switched from hydrocortisone to the newer drugs. Treat- 
ment was also transferred in 70 patients whose improvement 
was not satisfactory with hydrocortisone therapy. This was a 
recalcitrant group composed predominantly of patients with 
severe and moderately severe disease of longer than three years’ 
duration who had received hydrocortisone for an average of 
19 months. The immediate response after substitution of medi- 
cation was favorable in 58 of the 70 patients. As treatment 
was continued the percentage of patients adequately improved 
gradually declined, but the conditions of 33 remained satis- 
factorily controlled after six to nine months of treatment with 
the new drugs. Reactions were troublesome enough to prevent 
satisfactory management in 35 and to cause cessation of therapy 
in 9 patients. In general, the same principles of treatment as 
- the older steroids should be applied when using the new 
rugs. 

Dr. Philip $. Hench and his co-workers of the Mayo Clinic 
reported their measurements of the plasma levels of hydro- 
cortisone on normal persons and those with rheumatoid arth- 
ritis. This test is not yet simple enough for routine use, but 
it will undoubtedly be simplified and become widely used in 
the future. In normal persons the plasma level is usually high 
at 8 a. m. (about 16 mcg. per 100 ml.). This falls about 38% 
in the next four hours and levels off at about 10 mcg. After 
a short rise, it falls to about 8 mcg. between 4 and 6 p.m. but 
the levels in normal persons may vary widely from these mean 
values and be about 8 mcg. less or 8 to 15 mcg. more than 
the average. The concentrations in patients with rheumatoid 
arthritis appear to be less stable than those of normal persons 
except at noon and at 6 p. m., i.e., after the activity of the 
morning and of the afternoon. When the plasma hydrocortisone 
level is increased by the administration of exogenous cortisones 
or corticotropin, its clinical or metabolic activity is not maximal 
for two to four hours, and it takes that long for the high 6 a. m. 
concentrations of endogenous hydrocortisone to lessen or abolish 
muscular stiffness. In the late afternoon rheumatoid patients 
have more pain. This worsening seems to be related to the 
low level of hydrocortisone in the late afternoon. 

The amount of hydrocortisone in the plasma at any one time 
represents an equilibrium between its production and its utiliza- 
tion or inactivation. The preliminary analysis of data on plasma 
levels of hydrocortisone suggests that there are subtle but defi- 
nite variations from the normal in certain rheumatic diseases 
and that hydrocortisone is metabolized at different rates and 
times in patients of different ages, sex, and types and with 
different conditions. 

Chlorpromazine Mixtures.—Drs. G. L. Jackson and D. A. 
Smith of the Harrisburg Polyclinic Hospital stated that they 
had investigated the analgesic properties of chlorpromazine 
administered alone and combined with morphine and with 
meperidine. Chlorpromazine was given postoperatively to vari- 
ous groups of patients in doses of 10 and 20 mg. Chlorpro- 
mazine in doses of 10 mg. relieved pain in 54% of the patients 
so treated for an average of 2.08 hours and in doses of 20 mg. 
relieved pain in 60% for an average of 2.26 hours. Doses of 
placebo were found to have an average effectiveness of 33% 
for an average of 1.38 hours. They concluded that chlorpro- 
mazine alone produces significant relief of pain but there is no 
significant difference between the two doses studied. 


Morphine in doses of 2.5 mg. relieved pain in 48% of the 
patients so treated for «n average of 1.93 hours; in doses of 
5 mg. it relieved pair :n 75% for an average of 3.22 hours; and 
in doses of 10 mg. it relieved pain in 82% for an average of 2.9 
hours. The combination of 2.5 mg. of morphine with 5 mg. of 
chlorpromazine relieved pain in 81% of the patients so treated 
for an average of 3 hours; 2.5 mg. of morphine with 10 mg. of 
chlorpromazine relieved pain in 75% of the patients so treated 
for an average of 2.36 hours; 2.5 mg. of morphine with 20 mg. 
of chlorpromazine relived pain in 73% of the patients so treated 
for an average of 3.7 hours; and 5 mg. of morphine with 10 mg. 
of chlorpromazine relieved pain in 73% for an average of 4.38 


| 
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hours. In the same patients the effect of 75-mg. doses of meperi- 
dine were compared with those of (1) 25-mg. doses of meperi- 
dine with 10-mg. doses of chlorpromazine and (2) 25-mg. 
doses of meperidine with 20-mg. doses of chlorpromazine. The 
results indicated that chlorpromazine, when combined with 
meperidine, increases meperidine’s analgesic effectiveness. It was 
also cbserved that the previous administration of chlorproma- 
zine enhanced the effectiveness of subsequently administered 
morphine. 

Lupus Erythematosus.—Dr. Edmund L. Dubois of the Uni- 
versity of Southern California reported on a series of 175 pa- 
tients with systemic lupus erythematosus. He believes that the 
increasing number of these patients seen is due to the greater 
awareness of the disease. Most of the conditions now diagnosed 
as systemic lupus erythematous in past years would have been 
diagnosed as such conditions as rheumatoid arthritis with pro- 
found systemic manifestations, recurrent rheumatic fever. idi- 
opathic pericarditis, chronic nephritis, or Raynaud’s disease. 

The L.E. cell test gives no false-positive results with the 
exception of the hydralazine syndrome, and this may be a chem- 
ical induction of systemic lupus erythematosus. The finding of 
even a few cells, if they are typical, is pathognomonic. False- 
negative tests, however, occur in about 25% of cases. At least 
three different types of L.E. cell tests should be used in order 
to adequately screen a suspected case. 

The problem of treatment in a chronic illness of unknown 
cause with more than a 39% chance of a spontaneous remission 
is difficult. None of the drugs used is specific, and some may be 
hazardous. If the presenting problem is a false-positive serologic 
test for syphilis in an asymptomatic patient with a few L.E. 
cells, no treatment is necessary but the patient should be closely 
observed. If the main complaint is mild rheumatoid arthritis this 
often can be controlled by bed rest and salicylates given to the 
point of salicylism. These drugs reduce the requirements for 
antimalarials and steroids. If a remission does not ensue after 
several weeks of rest, more vigorous therapy should be instituted. 
If salicylates and rest fail or if cutaneous lesions are present, 
antimalarial therapy should be instituted. If both these measures 
fail or if the patient is critically ill, steroids should be given. 
Steroid therapy is still the mainstay of treatment in the acutely 
ill patient and benefits 90% of the patients so treated. Dr. Dubois 
has also given nitrogen mustard intravenously and _ triethylene 
melamine by mouth. The latter drug proved to be too toxic and 
is no longer used. With nitrogen mustard the most pronounced 
effects occurred in the very edematous patients with renal 
damage. Active systemic lupus erythematosus without renal 
damage is not benefited by this treatment. The time to adminis- 
ter nitrogen mustard is after about a two months’ trial of steroid 
or antimalarial therapy, which adequately controls all manifes- 
tations of the disease except edema. 

Cancer Mortality.—Dr. Michael B. Shimkin of the National 
Cancer Institute, Bethesda, Md., and his co-workers stated that 
recurrences of cancers after five years are sufficiently common 
to warrant abandonment of the term “five-year cure” in favor of 


the expression of “five-year survival without evidence of dis-- 


ease.” Long-term survivors are also encountered among patients 
with cancer who refuse treatment. Many untreated patients with 
some types of neoplastic disease survive well beyond the classic 
five-year period. Without treatment 20% of patients with cancer 
of the breast are alive five years or longer after the appearance 
of clinical signs attributable to the disease. In chronic leukemia 
and lymphoma, about 15% of the untreated patients survive 5 
years and almost 5% are alive as long as 10 years after onset. 
Between 5 and 10% of untreated patients with cancer of the 
bladder, prostate, and rectum can be expected to live for five 
years or longer. A small but definite proportion of patients sur- 
vive for over five years with untreated cancers of the uterine 
cervix, buccal cavity, and stomach. In view of these facts ques- 
tions have been raised regarding the true effect of surgical and 
radiation treatment on the survival of patients with cancer. 
Actual therapeutic trials in cancer, in which statistically paired 
treated and untreated patients can be compared, are practically 
unknown. The most valid figures on survival in cancer are those 
that can be drawn from a defined, representative population. 
The cancer register of the state of Connecticut, which has been 
in operation since 1935, most closely answers the requirements 
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for a source of data from which estimates of survival with 
cancer among the general population can be derived. Increased 
survival figures taken from this register may be a function of 
earlier recognition of the disease by physicians or earlier aware- 
ness of a need for medical attention by the patients as well as 
of the results of treatment. There is no evidence of earlier 
recognition or awareness of cancer in general, but they were 
factors in increasing the number of five-year survivors among 
patients with cancer of certain accessible sites such as the 
uterine cervix, breast, larynx, and thyroid. The improved figures 
on general survival at five years are more likely due to increas- 
ingly better treatment of an increasingly greater proportion of 
the patients. 


MEDICAL FILM REVIEWS 


The Human Body—Skeleton: 16 mm., color, sound, showing time 10 min- 
utes. Educational Collaborator: Barry J. Anson, Ph.D., Northwestern Uni- 
versity, Chicago. Produced in 1953 by and procurable on rental ($4) or 
purchase ($100) from Coronet Instructional Films, 65 E. South Water 
Street, Chicago 1. 


In presenting an over-all picture of the skeleton, this film 
visualizes the human skeleton as it performs the functions of 
protection, support, and movement. To identify the most im- 
portant aspects of the skeleton, especially in terms of action 
and movement, three types of teaching materials are used: a 
skeleton model, cinefluorography, and the human body. Stu- 
dents viewing this film will see the different kinds of joints that 
connect the parts of the skeleton. They will become familiar 
with the kinds of action that the joints permit, and the film will 
assist students in understanding how the shapes and sizes of 
certain bones or groups of bones provide effective production, 
movement, and support. This film is beautiful from the artistic 
standpoint and will accomplish something pedagogically if pre- 
sented to the right audience. The picture showing the motion 
of the shoulder joint in the living subject under the fluoroscope 
was confusing because the subject had not been shown how to 
keep his scapula and clavicle stationary while moving the 
humerus. The narration does not quite solve the problem of 
getting away from the excessively obvious (such as a statement 
that the lower extremities provide support) and misses the 
chance to remark that most bones like the thigh bone are 
hollow and that the manufacture of blood goes on inside of 
them. This film is distinctly introductory in nature and might 
be shown in junior and senior high school classes in health 
education. A teachers’ guide accompanies the film. 


Inguinal Hernia and Hydrocele in Infants and Children: 16 mm., color, 
sound, showing time 18 minutes. Prepared by William L. Riker, M.D., 
Arthur De Boer, M.D., and’ Willis J. Potts, M.D., Chicago. Produced in 
1954 by and procurable on rental ($5) from Mervin LaRue, Inc., 159 E. 
Chicago Ave., Chicago 11. 


This film explains and portrays briefly with drawings the em- 
bryologic variation from normal resulting in the development 
of an indirect inguinal hernia. A number of children with her- 
nias are pictured to emphasize the imporant points in diagnosis. 
The technique of operative correction is shown in detail, and 
the important step in the operation—high ligation of the sac—is 
repeated a number of times for emphasis. A hydrocele in a male 
child over 6 months of age is practically always associated 
with a hernia. Incarceration of a hernia is dealt with, and a 
simple method of reduction is illustrated. Statistics concerning 
1,200 herniotomies in children are briefly reviewed. The recur- 
rences are about 0.5%. The mortality is zero. There is a clear 
presentation of the normal and abnormal embryologic develop- 
ment involved in the anatomy of the inguinal region and the 
resulting hernia and/or hydrocele. With the aid of excellent 
animation and narration the pathology is simply and clearly 
presented. The examination of the patient and the surgical pro- 
cedures are excellent. This picture is recommended for surgeons, 
pediatricians, house officers, and medical students. 
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INTERNAL MEDICINE 


A Study of C-Reactive Protein in the Serum of Patients with 
Congestive Heart Failure. S. K. Elster, E. Braunwald and 
F. Wood. Am. Heart. J. 51:533-541 (April) 1956 [St. Louis]. 


Serial serum determinations for C-reactive protein were 
carried out in 40 patients between the ages of 20 and 71 years 
with congestive heart failure. This abnormal protein appeared 
in the serum of 30 of these patients, while it was absent in that 
of the remaining 10 patients. In 7 of the 30 patients, the 
presence of the C-reactive protein could be ascribed to causes 
other than congestive heart failure, i. e., possible rheumatic 
activity, acute myocardial infarction, and subacute bacterial 
endocarditis, and these paticnts should be eliminated from the 
series. In the other 23 patients there was no clinical evidence 
of disease processes other than the congestive heart failure to 
which the presence of C-reactive protein could be attributed. 
In 16 patients the C-reactive protein disappeared from the 
blood after recovery from the heart failure, while it persisted 
in the blood of 6 patients throughout their hospital stay. No 
demonstrable differences in age, sex, or race were found be- 
tween the 30 patients with C-reactive protein and the 10 
patients who did not have C-reactive protein. In those patients 
in whom C-reactive protein was present, the congestive failure 
appeared to be more severe. Fever, elevated erythrocyte sedi- 
mentation rate, and pulmonary abnormalities were more com- 
mon in the group with C-reactive protein. Single serum 
determinations of C-reactive protein were made in 10 ambula- 
tory patients between the ages of 21 and 62 years in whom 
congestive heart failure was stationary. In none of these pa- 
tients was C-reactive protein present. The appearance of C- 
reactive protein in the serum of 23 patients with congestive 
heart failure but without other conditions known to cause the 
appearance of this protein limits the applicability of C-reactive 
protein determinations as a measure of rheumatic activity in 
acute rheumatic fever and in chronic rheumatic heart disease 
and as a measure of necrcsis in acute myocardial infarction. 


Studies en Effect of Intra-Arterial Oxygen Insufflations in 
Patients with Obliterating Vascular Diseases. H. Hess and 
R. Bartelmess. Medizinische, No. 11, pp. 374-378 (March 17) 
1956 (In German) [Stuttgart, Germany]. 


The blood-flow in the calf of the leg was measured by 
venous-occlusion plethysmography in 150 patients with oblitera- 


tion of the femoral artery. Resting flows were 1 cc. per 100 cc. 


of tissue per minute in exceptional cases only, while in most 
cases resting flows were 1 to 3.5 cc. per 100 cc. of tissue per 
minute, i. e., the same as in healthy persons, or higher resting 
flows of 3.5 to 5 cc. per 100 cc. of tissue per minute. The 
highest resting flows were observed with pregangrene or gan- 
grene at the acra. After temporary anoxia or intra-arterial 
injection of adenosine triphosphoric acid, persons with unim- 
paired vessels showed up to a tenfold increase or more in rest- 
ing flow, while patients with vascular disease showed much 
less increase in resting flow. The hyperemia after an intra- 
arterial injection of adenosine triphosphoric acid corresponds 
with the maximal hyperemia that may occur in any person. 
The effect of injections of oxygen into the femoral artery was 
studied with the aid of current quantitative measurements of 
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the calf blood-flow by venous-occlusion plethysmography in 17 
patients with obliterating vascular disease. As a rule a com- 
plete blockade of the arterial blood inflow occurred immediate- 
ly after the oxygen injection in the injected extremity; this 
blockade continued for two to seven minutes and was followed 
by a slowly increasing moderate reactive hyperemia, which 
continued for an hour on the average. By intra-arterial injec- 
tions of adenosine triphosphoric acid it was shown that the 
blood-flow volume definitely .emained below the possible maxi- 
mum in every patient and during every phase of the oxygen 
effect. The same reaction was observed on the control (not 
injected) side, but only if gaseous oxygen reached it, and that 
occurred in two of six patients in whom serial measurements 
were carried out on the control side. Reflex influences could 
not be demonstrated in the vascular area that had not been 
injected. The reactive hyperemia, which provides a satisfactory 
explanation for the clinical effect, is maintained by partial 
ischemias resulting from gas emboli, and it subsides completely 
with the absorption of the last gas bubbles. The amount of 
oxygen injected has no effect on the oxygen supply of the 
extremity. Also in patients with vascular disease the resting 
blood flow carries into the tissues within two to three minutes 
the same amount of oxygen as is administered in gaseous form. 


Management of Anticoagulant Therapy by a Simple Blood 
“Prothrombin” Test. B. Manchester. Postgrad. Med. 19:311-317 
(April) 1956 [Minneapolis]. 


The test described is made on whole capillary blood. Two 

hemoglobin pipets, a concave slide, a stop watch, isotonic 
ium chloride solution, and thromboplastin are the required 

materials. The thromboplastin is prepared from acetone- 
desiccated rabbit brain as recommended by Quick. To 4 cc. of 
isotonic sodium chloride solution, 0.15 gm. of dried powdered 
rabbit brain is added. The mixture is then incubated for 20 
minutes at 40 C. Twenty cubic millimeters of thromboplastin 
warmed to 37 C is placed on a warm, dry slide, and an equal 
amount of free-flowing capillary blood, obtained by simple 
needle puncture of a finger, is added. The slide is tilted gently 
back and forth until a coagulum is formed. The time in see- 
onds is the prothrombin time. The total clotting time for capil- 
lary blood is 15 to 18 seconds, with standard deviation of 2.5 
seconds. Blood prothrombin time is always determined on a 
normal control before it is determined for a patient. The level 
during therapy is maintained at twice the normal (36 to 40 
seconds). When the prothrombin time is expressed as a per- 
centage of the normal, the therapeutic level was maintained 
between 40 and 60%. 

Administration of anticoagulants at home and in the hospital 
in cases of acute myocardial infarction, congestive heart ri os 
pulmonary embolism, and other thromboembolic diseases was 
made possible by this simple capillary blood prothrombin test. 
The management of 604 patients is presented. The mortality 
rate was lower and the thromboembolic complications were 
fewer in the group receiving anticoagulants as compared with 
the control group. The results indicate that this blood pro- 
thrombin test is a practical bedside, office, or hospital pro- 
cedure. It has eliminated the need for hospitalization and has 
made therapy available at home, in the uftice, and in communi- 
ties where trained technical personnel or special equipment 
are unavailable, 


Continuous Steroid Hormone Treatment of Chronic Asthma: 
1. Cortisone and Hydrocortisone. W. R. MacLaren and D. E. 
Frank. Ann. Allergy 14:183-193 (March-April) 1956 [St. Paul]. 


Twenty-seven patients with chronic asthma and five with 
neurodermatitis were treated with cortisone. The average 


initial dose of the drug was 200 mg. If symptoms did not 
respond this was increased in some patients to 400 or 500 mg. 
After one or two weeks the dose was gradually reduced to a 
maintenance dose of from 50 to 100 mg. per day in adults and 
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from 37.5 to 50 mg. per day in children. Adjuvants found most 
useful were a sodium-poor diet, potassium salts given orally, 
anticholinergics, estrogens, and androgens. Three patients ob- 
tained excellent results with complete relief of symptoms; 18 
patients had good results with relief of symptoms except for 
occasional relapses; 8 showed fair relief; and 3 were thera- 
peutic failures. Twenty-two of the 32 patients previously 
treated with cortisone were placed on therapy with hydro- 
cortisone. For each 25 mg. of cortisone taken, 20 mg. of 
hydrocortisone was substituted. The maintenance duse of hydro- 
cortisone varied from 20 to 60 mg. daily in adults and from 
20 to 30 mg. in children. There were 6 excellent, 14 good, and 
2 fair results. An additional 20 patients with chronic asthma 
who had not received cortisone previously were given continu- 
ous treatment with hydrocortisone. There were seven excellent, 
eight good, and five fair results. Long-term steroid hormone 
therapy can be expected to produce substantial relief when 
used in patients with otherwise inadequately controlled asthma 
and neurodermatitis. Relatively high doses of these hormones 
do not necessarily produce undesirable physiological side- 
effects provided suitable adjuvant therapy is given at the same 

time. Lower maintenance doses of hydrocortisone than of 
cortisone can be given with minimum use of adjuvant therapy. 
Treatment for months or years of chronic allergic disease with 
relatively small amounts of cortisone or hy isone is en- 
tirely feasible, but other methods of control are still required. 


Intramuscular Crystalline Khellin for Management of Chronic 
Bronchial Asthma. E. B. Brown. Am. Pract. & Digest Treat. 
7:609-611 (April) 1956 [Philadelphia]. 


One hundred patients with bronchial asthma were treated 
with pure crystalline khellin suspended in sterile isotonic 
sodium chloride solution, each cubic centimeter representing 
50 mg. of the crystalline khellin. The patients ranged in age 
from 2 to 77 years, with 80 over 40 years of age. The duration 
of the asthma ranged from 1 to 20 years, and practically all 
of the patients had the chronic type of asthma and had symp- 
toms every day. The injectable preparation (Ammivin) was 
administered by deep intramuscular injection in doses of 2 cc. 
(100 mg.) twice weekly until such time as the patient volun- 
tarily offered the information that he was symptom-free from 
injection to injection; then the injections were given once 
weekly. When improvement continued, injections were 
farther apart or discontinued. After two weekly injections for 
eight weeks and one weekly injection for four weeks, 26 of 
the 100 patients could be maintained in complete comfort on 
one injection (100 mg.) at three-to-four-week intervals. Relief 
was obtained in 43 patients with injections given every two 
weeks after the initial course of treatment as described above. 
Twenty-seven patients were relieved by weekly injections of 
50 mg. The remaining four patients showed only slight or no 
improvement after six weeks of treatment. 

Allergic reactions in the form of urticaria about the site of 
injection occurred in two patients. About one-half of the 100 
patients complained of pain on injection and soreness and swell- 
ing at site of injection, but these side-effects were not serious 
enough to cause interruption of treatment. The symptoms of 
asthma recurred after from six to eight weeks in 10 patients 
in whom the injections were discontinued. Injections of isotonic 
sodium chloride solution had no effect, and the injection of 
the crystalline khellin had to be resumed. The injectable khel- 
lin preparation is a valuable addition to the armamentarium 

the management of patients with chronic bronchial asthma. 


Skin Tests with Bacterial Antigens in Rheumatoid Arthritis. 
O. Swineford Jr., W. P. Coleman and A. T. Hyde Jr. Ann. Allergy 
14:139-144 ( March-April) 1956 [St. Paul]. 


Three sets of skin tests were performed on 4,116 patients 
with rheumatoid arthritis. Several mixtures of bacterial vac- 
cines and of nonbacterial antigens were used in 2,164 patients, 
mixtures of polysaccharide and nucleoprotein fractions of cer- 
tain micro-organisms were used in 917, and mixtures of 72- 
hour-old broth culture filtrates of micro-organisms were used 
in 1,035. About 38% of the tests performed with vaccines and 
allergens resulted in a positive reaction of the immediate type, 
and 45% of them resulted in a positive reaction of the delayed 
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type. The incidence of immediate and delayed reactions to 
the tests performed with mixtures of crude polysaccharide and 
nucleoprotein fractions of bacterial strains was less than that 
to the tests performed with vaccines and allergens. The inci- 
dence of the skin reactions to mixtures of filtrates of 72-hour- 


old broth cultures of bacterial strains was between those 


observed in the two other groups of tests. Sixty-four patients 


were treated with an arbitrary mixture of the antigens that 


had elicited so many positive skin reactions in the 2,164 pa- 
tients. All of them were given the same mixture, designated as 
“stock arthritis antigen.” Injections of the antigen were given 
twice a week initially, starting with 0.05 cc. of a 1:10,000 
dilution. Ten increments of 0.05 cc. were given from each 
tenfold concentration until a dose of 0.3 cc. of the concen- 
trated antigen was reached. This was given once a week as a 
maintenance dose. The duration of the treatment varied from 
one and one-half to two years. Little or no effect was noticed 
in 56 patients. In five patients the mixture was thought to be 
definitely helpful. In the three remaining patients marked and 
prolonged remissions were attributed to the antigen. The skin 
tests, with a variety of bacterial antigens, did not help in the 
identification of the cause of arthritis in any of these patients. 
A specific effect cannot be claimed for the unequivocal im- 
provement that followed the use of the antigen mixture in 8 
of the 64 patients, but it cannot be proved that the improve- 
ment was not due to a specific effect. 


Studies of Resistance of Micrococci (Staphylococci) Against 
Common Antibiotics in a West-German Large City Between 
1952 and 1955. W. Niepmann. Medizinische, No. 11, pp. 378- 
382 (March 17) 1956 (In German) [Stuttgart, Germany]. 


Resistance tests were carried out with the aid of the filter- 
leaflet method on 951 strains of coagulase positive Micrococcus 
(Staphylococcus) aureus hemolyticus at the hygienic institute 
of the University of Cologne, Germany, between 1952 and 
1955. Penicillin, streptomycin, chlortetracycline (Aureomycin ), 
oxytetracycline (Terramycin), chloramphenicol (Chloromy- 


cetin), tetracycline (Achromycin) and erythromycin (Erycin) 


served as test substances. Results showed little resistance to 
penicillin between January and October, 1955, as compared 
to that observed in former years. The resistance to strepto- 
mycin was markedly increased. There was also an increase of 
cross resistant strains when tested with penicillin and strepto- 
mycin (not in combination ), but lately these strains have shown 
some decrease. Of 411 strains tested in 1955, 14.1% showed 
tetracycline cross resistance. The average total sensitivity of 
the tested strains was 31%. The sensitivity was lowest in 1954 
Micrococci isolated from patients with mixed infections showed 
almost the same average sensitivity. Micrococci isolated from 
ear suppuration showed a relatively higher resistance. Strains 
isolated from tonsils showed a marked sensitivity. Chloram- 
phenicol and erythromycin retained their effectiveness against 
some strains that had become resistant to all the other anti- 
biotics tested. In general, higher resistance values were deter- 
mined in Germany as compared to those determined abroad. 
The resistance of micrococci to antibiotics is of greatest sig- 
nificance for antibiotic therapy. In case of complications caused 
by the development of resistant strains, the antibiotic employed 
up to this time should be replaced immediately by another anti- 
biotic. The substitution of one of the tetracycline compounds for 
another of these compounds appears to be senseless and dan- 
gerous. The author cautions against the application of anti- 
biotics for the prevention of infection; such prophylaxis should 
be practiced only when there is a possibility of combating 
effectively complications that may occur at any moment. 


Regional Enteritis: Associated Visceral Changes. L. E. Chapin, 
H. H. Scudamore, A. H. Baggenstoss and J. A. Bargen. Gastro- 
enterology 30:404-415 (March) 1956 [Baltimore]. 


A series of 39 patients with a clinical history and histological 
appearance compatible with the diagnosis of regional enteritis is 
reported. The age of these patients at the time of death ranged 
from 14 to 65 years. The duration of the symptoms prior to 
death ranged from six months to 19 years. The primary disease 
process involved the ileum in all patients and extended to in- 
volve areas of the colon in 15. In about half of the patients 
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general peritonitis was the cause of death. Pneumonia caused 
the death of five and congestive heart failure and uremia each 
caused the death of three patients. 

The liver showed pathological changes more often than any 
other organ. It was infiltrated with fat in 20 of the patients, and 
focal necrosis was observed in 14. Three were found to have 
portal cirrhosis of the liver. Mild interlobular fibrosis involved 
the pancreas in 15, and acinar dilatation occurred in 12. The 
adrenals were relatively free of lesions except for thrombosis of 
major adrenal vessels in three patients. Glomerulitis occurred 
in 13 of the patients, and tubular degeneration occurred in 22. 
Thrombosis of major vessels was present in eight of the patients, 
and amyloidosis occurred in two. 

Granulomatous lesions were absent in ali viscera except for 
the presence of a caseating granuloma in the lung of one pa- 
tient and a noncaseating granuloma in the liver of another. This 
seems to indicate that the progressive, sclerosing, granulo- 
matous inflammation found in the intestine in patients with 
regional enteritis does not involve other viscera. The many 
pathological changes found in the viscera emphasize that re- 
gional enteritis is not limited only to the intestine, mesentery, 
and mesenteric lymph nodes. It should be realized, however, 
that the changes found in the viscera are not specific to regional 
enteritis but occur in many other chronic debilitating diseases. 


Cortisone in Acute Infectious Diseases and in Particular in 
Typhoid. F. Di Nola, M. Rapellini and P. Sardi. Minerva med. 
47:422-428 (Feb. 14) 1956 (In Italian) [Turin, Italy]. 


The authors studied the effect of cortisone on 18 patients with 
typhoid. Three were treated with cortisone, 13 with cortisone 
and CAF (chloramphenicol), and 2 with ACTH-CAF ( cortico- 
tropin-chloramphenicol ). The hormone was administered by in- 
jections. The doses ranged from 300 to 500 mg. Cortisone was 
given on four consecutive days in diminishing doses (from 200- 
150 mg. to 150-100 mg.) every 12 hours. Except for one 
patient who died, none received more than 500 mg. The re- 
sults were generally good except for the two patients treated 
only with ACTH. This drug stimulates the adrenal cortex, 
which in typhoid is particularly affected and needs rest. The 
cause of death in one patient was myocardial weakness and had 
nothing to do with the therapy. The authors treated a second 
group of patients with typhoid only with CAF; four patients 
died and there were nine relapses. A comparison of the two 
studies suggests that the combination of cortisone and CAF is 
the best treatment in typhoid. The authors believe that the 
action of cortisone in infectious disease is not simply one of 
combating stress, as is generally believed. The positive effect 
of cortisone may be due to such factors as a nonspecific, anti- 


_ pyretic, antiphlogistic, antiallergic, and stress-combating action. 


Cortisone should be given only for severe attacks of typhoid. 
In patients with mild attacks the administration uf cortisone 
could result in an inhibition of protein metabolism. — 


Early Diagnosis of Acute Pancreatitis: A Tetrad of Symptoms. 
A. Bernard. Semaine hdp. Paris 32: 1003-1006 (March 22) 1956 
(In French) [Paris, France]. 


Acute pancreatitis is one of the severest of acute abdominal 
crises and thus urgently requires recognition; unfortunately, it is 
also difficult to diagnose. The combined presence of the follow- 
ing four symptoms is strong evidence that acute pancreatitis is 
causing the crisis: epigastric pain, abdominal meteorism without 
contraction of the abdominal wall, suffocating dyspnea, and 
arterial hypertension. The tetrad is a warning sign that imposes 
the necessity of a search for other pancreatic signs. Clinically, 
vascular disorder may be manifested early by cyanosis of the 
face, epigastric region, or navel. Signs of cardiopulmonary dis- 
order may be present, often with serous effuston into the pleurae 
and/or pericardium. Radiography often shows horizontal stripes 
appearing above the diaphragm. The findings in the urine are 
those of albuminuria, microscopic hematuria, and cylindruria. 
The serum levels of ghucose and amylase should be determined 
and then the amylase level in the urine. These laboratory signs 
are somewhat less reliable than the foregoing because they are 
transitory and do not always appear early in the course of the 
emergency. 
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All the symptoms mentioned stem originally from the pan- 
creas, which is the point of departure for reflexes in all direc- 
tions; toward the respiratory tract (pleuropulmonary conges- 
tion); toward the kidneys (glomerulonephritis); toward the 
adrenal glands (arterial hypertension); toward the heart (short- 
ening of the S-T segment in the electrocardiogram); and toward 
the digestive tract aie ested and ulcer). 


Phaeochromocytoma: Phentolamine (Rogitine) as a Diagnostic 
Screening Agent in Sustained Hypertension. G. Shaw. Scottish 
M.J. 1:89-96 (March) 1956 [Glasgow, Scotland]. 


Phentolamine (Regitine) hydrochloride was used as a diag- 
nostic screening agent for detecting pheochromocytoma in 46 
women and 13 men with essential hypertension of moderate 
to severe degree. Of the 65 tests performed on these patients, 
19 were carried out by the intramuscular and 46 by the intra- 
venous route. The test dose was 5 mg. of phentolamine. Blood 
pressure and pulse were recorded before and after the injection 
of the drug. In 15 of the 19 tests, the systolic pressure fell 5 
to 50 mm. Hg from the initial level and the diastolic pressure 
fell 0 to 17 mm. Hg. The remaining four patients showed no 
drop in blood pressure. In 44 of the 46 tests some lowering of 
blood pressure occurred, varying from 5 to 95 mm. Hg systolic 
and from 2 to 35 mm. Hg diastolic. In two patients there was 
no fall of systolic or diastolic pressure. Intravenous injection of 
5 mg. of phentolamine was given to two patients with proved 
pheochromocytoma during a paroxysm. This paroxysm was 
spontaneous in one patient and induced by histamine in the 
other. There was an immediate dramatic fall of systolic and 
diastolic pressure in both patients and a relief of symptoms. 

The intravenous route was preferred to the intramuscular 
route on account of greater reliability of the former and of false- 
negative results with the latter reported by other workers. The 
reaction to the intravenous test was also quicker but led to 
some difficulties in interpretation because of the high propor- 
tion of patients in whom a fall of systolic/diastolic pressures up 
to 30/20 mm. Hg may occur. Even accepting 32/25 mm. Hg 
as the lower limit for a positive reaction to the test, eight false- 
positive reactions to the test were recorded, caused variously by 
raised blood urea, by low initial pressure, or by some un- 
explained depressor action of the drug in patients with essential 
hypertension. Side-effects were minimal. 

While phentolamine is the best adrenergic-blocking agent for 
use as a diagnostic screening test for pheochromocytoma on ac- 
count of simplicity of use and freedom from side-effects, it is 


not reliable enough for use as a sole agent. Equivocal results 


and false-positive tests require full investigation with other 
agents, preferably by catechol-output assay. The intravenous 
test is to be preferred but should be reserved for those 
with blood pressure over 170/110 mm. Hg, without uremia, and 
without previous sedation. 


ACTH and Cortisone in Treatment of Severe Myasthenia 
Gravis: Three Cases. J. Lamartine de Assis. Arq. neuro-psiquiat. 
14;28-36 (March) 1956 (In Portuguese) [Sao Paulo, Brazil]. 


Satisfactory results in the treatment of severe forms of my- 
asthenia gravis are reported in five patients, including two pre- 
viously observed and the three in this report. Two women and 
a man, between the ages of 20 and 49, had suffered from 
severe myasthenia gravis for from three to four years. Mastica- 
tion and deglutition were greatly involved, and the patients were 
very much underweight. Acute attacks of dyspnea calling for 
the use of oxygen and aspiration of bronchial secretions oc- 
curred in two patients. Only one of the patients had had a 
spontaneous remission, which occurred early in the course of 
the disease, lasted one and a half months, and was followed by 
a relapse of progressively acute symptoms that made thymec- 
tomy advisable. Thymectomy also failed. Prostigmine had 


failed in all cases. ACTH was given intravenously by a schedule 
of diminishing daily doses from 25 to 2.5 mg. in a liter or in 
250 cc. of isotonic dextrose solution at a rate of 20 to 25 drops 
per minute. In. two of the patients the myasthenic symptoms 
grew worse during the first week of the treatment, after which 
marked improvement was observed. The maximal dose was 
1,057 mg., administered in 93 days, and the minimal dose was 


, 


1008 MEDICAL LITERATURE ABSTRACTS 


237 mg., administered in 22 days. The treatment was given for 
40 days to hospitalized patients in doses of 5 mg. every other 
day or at intervals of three days. Cortisone was given by the 
oral or muscular route immediately after discontinuation of 
ACTH. The patients were symptom-free for one month or more 
after discontinuation of the treatment. A patient with palpebral 
ptosis, divergent strabismus, and diplopia as the result of the 
first acute attack, which did not respond to the classical treat- 
ment, obtained complete remission of all symptoms from ACTH 
treatment. In all cases the symptoms were milder than those of 
the previcus acute attack and they were controlled. Satisfactory 
results were obtained in all cases. Unpleasant reactions did not 
follow. All patients have been followed up for more than two 
years. The therapeutic effect of ACTH is more marked than 
that of cortisone. Prostigmine in very small doses was ad- 
ministered to the patients in the course of hormone treatment. 


Effects on Renal Circulation of Treatment of Cardiac Insuffi- 
ciency. J. Lenégre and J. Himbert. Presse méd. 64:625-627 
(April 4) 1956 (In French) [Paris, France]. 


The glomerular filtration rate, renal plasma flow, and filtra- 
tion fraction of 19 patients with heart disease were measured 
before and after medical treatment of cardiac insufficiency in 9, 
mitral commissurotomy in 4, and pericardectomy in 6. The 
results of these therapeutic measures were clinically and hemo- 
dynamically satisfactory in all but 3 of the 19 patients, who had 
been given medical therapy. The effects of treatment on the 
group as a whole consisted of discrete elevation of the glomeru- 
lar filtration rate, marked increase in the renal plasma flow, and 
a significant lowering of the filtration fraction. When the results 
in individual patients were examined from the viewpoint of the 
efficacy of the treatment used, it seemed clear that the improve- 
ment in renal circulation was connected with the clinical and 
hemodynamic improvement. The most important, most constant 
effect of therapy on the renal circulation was the increased renal 
plasma flow, while the glomerular filtration rate was seen to 
increase or decrease independently of the effectiveness of the 
treatment used. The nature of the renal circulatory disorders of 
cardiac patients is functional and usually reversible. Improve- 
ment in the glomerular filtration rate is not essential to increased 
diuresis nor to regression of manifestations of cardiac insuffi- 
ciency or Pick’s syndrome. These considerations show the im- 
portance of the tubules in the renal disorders of heart disease. 


A Review of 138 Cases of Closure of Tuberculous Lung Cavities 
Under Chemotherapy. j. D. Ross and D. T. Kay. Thorax 11:1-9 
(March) 1956 [London, England]. 


The closure of tuberculous cavities is frequently obtained 
with the use of modern drugs without adjuvant treatment other 
than rest. The frequency was estimated in the present study to 
lie between 50% and 79% and probably nearer the latter figure. 
Among 138 patients in whom cavities were closed under chemo- 
therapy, six relapses were observed. Some observers were re- 
luctant to admit that cavity closure achieved by drugs could be 
permanent in more than a small proportion of cases unless the 
additional security of surgical or collapse treatment was pro- 
vided. One of the objects of the present study was to examine 
the belief that the closure of a cavity by chemotherapy alone is 
insecure. The results did in fact show a lower relapse rate 
where an operation was performed after cavity closure, but the 

are small and inconclusive. Of more importance is 
the comparatively modest relapse rate experienced to date by the 
group treated on conservative lines without surgery or collapse. 
It is a moot point whether, in the face of a relapse rate of such 
relatively small proportions, the additional possible advantages 
of surgery and collapse justify the expenditure of surgical skill 
and the risk to the patient attendant on any operative proce- 
dure. Admittedly, however, the observation period has been 
short, and without several years’ further follow-up any conclu- 
sions must be tentative. The current tendency among clinicians 
is to use chemotherapy for longer periods. Evidence has been 
presented in this study which supports the soundness of this 
trend. No relapses were observed in this series when chemo- 
therapy was continued for more than six months after the first 
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radiograph showing no evidence of a cavity, while there has 
been an appreciable relapse rate (11.6% per ,.ar) among the 
patients receiving chemotherapy for less than four months, 


Office Management of Diabetes Mellitus by the General Prac- 
titioner. A. Clateman. Pennsylvania M. J. 59:475-478 ( April) 
1956 [Harrisburg]. 


Although the general practitioner may wish to refer his di- 
abetic patients to the internist, he will find that some diabetic 
patients are unwilling to be referred elsewhere, one reason being 
that they would suffer financial loss if they had to miss work to 
consult the internist... The general practitioner should be able 
adequately to diagnose and treat most diabetic patients. Coma- 
tose or severely acidotic patients should be hospitalized and 
managed with the assistance of a specialist in this field. The 
family physician’s office is a diabetes detection center where 
urinalysis for all patients should be routine. Blood sugar estima- 
tions should be done in patients who complain of chronic 
fatigue, weakness, dryness of the mouth, frequent urination 
(especially a change of urinary habits), nocturia, unusual thirst, 
itching, recurrent skin infections, or loss of weight. Glucose 
tolerance tests should be made in patients in whom the fasting 

ood sugar is only slightly elevated. The Wilkerson-Heftman 
blood sugar screening test can be employed in the office. In the 
management of diabetes there are three important “measuring 
sticks”: (1) general physical status, (2) weight, and (3) blood 
sugar level. On first learning of his illness the diabetic patient 
is besieged with worries. He has heard of insulin and usually 
dreads the thought of needles. He has heard of severely re- 
stricted diets and fears the loss of eating pleasures. To over- 
come these fears the patient requires reassurance and explana- 
tion. Charts and graphs are available to assist the physician in 
determining the proper diet according to the age, weight, sex, 
and physical activity of the patient. The American Diabetes 
Association has developed a convenient set of diets ranging 
from 1,200 to 2,600 calories. As regards insulin, the author 
cites Dr. Joslin as saying that once he diagnoses diabetes, he 
does not allow his patient to leave the office without a self- 
administered dose of insulin. This is an effective means of over- 
coming the fear associated with the insulin needle. It proves 
to the patient that he can do the job. 

The practitioner may say, “How can I take the time to instruct 
the patient in all the details and to perform the blood sugar 
screening tests?” The answer is: “Do not try to do it all in one 
visit.” The first visit may consist only of reassurance and the 
first self-administered insulin injection. The second visit may in- 
clude further and more detailed instruction in insulin dosage. 
Dietary instruction is not an emergency measure and can be 
left until the third or fourth visit. Later the patient is taught 
to test his own urine. Thus by breaking up the instruction into 
several visits, neither the physician nor the patient is over- 
whelmed by too much to do in too short a time. 


Experiences with Fat-Free Diet in Diabetes Mellitus. H. J. Wolf 
and H. Priess. Deutsche med. Wehnschr. 81:514-515 ( April 6) 
1956 (In German) [Stuttgart, Germany]. 


Thirty-five female and 25 male patients between the ages of 
16 and 60 years with diabetes mellitus were placed on a fat-free 
diet. For 18 days they were given practically fat-free food, i. e., 
potatoes, rice, and fruits. For the preceding 10 days the supply 
of fat to the patients was not restricted, and for a period of 10 
days succeeding the 18 fat-free days the patients were placed 
on a diet in which fats were limited to 30 to 50 gm. of vege- 
tabie oils rich in vitamins, and butter. Thirty-three of the 60 
patients received insulin, and in the remaining 27 patients 
treatment consisted exclusively of dietary measures. 

The blood sugar level and the excretion of sugar in the urine 
were reduced by the withdrawal of fat alone, without a change 
in the dose of insulin and without a change in the carbohydrate 
supply. The drop in the blood and urinary sugar levels occurred 
rapidly with the administration of fat-free food, i. e., on the first 
or on the second day of the fat-free diet. The urine of 22 pa- 
tients became completely free of sugar. The subjective condi- 
tion of the patients was not disturbed and the patients felt at 
ease. In the patients treated with insulin and also in those treated 
exclusively by dietary measures, the drop of blood and urinary 
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sugar levels was pronounced with the fat-free diet, and there 
was only a slight increase of these values with the fat-restricted 
diet. The favorable effect of the fat-free and the fat-restricted 
diets occurred in patients with recently detected diabetes 
mellitus. in those with diabetes of 1 to 9 years’ duration, and in 
those with diabetes of 10 or more years’ duration. The favor- 
able effect of the diets was observed in both male and female 
patients and in patients of all age-groups, but the drop in blood 
sugar levels was less pronounced in patients over 60 years of 
age. Azoturia, which was present in 10 patients before they 
were placed on the fat-free diet, subsided on the first or second 
day of the dietary treatment. Improvement resulted in eight 
patients who had gangrenous changes in the extremities. These 
results suggest that a temporary withdrawal of fat is advisable 
in suitable patients with diabetes mellitus. Continuous treat- 
ment with a fat-free diet is not advisable because the organism 
needs the supply of unsaturated fatty acids and because the 
supply of fats is necessary for the prevention of avitaminosis 
due to lack of the fat-soluble vitamins A, D, E, and K. 


Hypoglycemic Effects of Some Sulfonamides Administered 
Orally. R. Scalabrino and G. Pasquariello. Minerva med. 47:270- 
273 (Jan. 31) 1956 (In Italian) [Turin, Italy]. 


A series of adult patients with diabetes was treated with a 
new sufonamide, carbutamide (BZ-55). These patients had 
normal blood sugar levels and had had diabetes for 5 to 10 
years. All had been treated with insulin. The doses of BZ-55 
were of 2.5 gm. the first day, 1.5 gm. the second day, and 1 gm. 
per day from the third day on. No account was taken of the 
amount of blood and urine sugar, the age, or the weight of the 
patient. Each received the same dose. A standard diet low in 
carbohydrates was given. At the start of the treatment an equal 
decrease in blood and urine sugar was observed. The decrease 
in kalemia was insignificant. The authors believe that BZ-55 
has a definite hypoglycemic effect. Its action is gradual and 
constant, and it does not result in unfavorable side-effects. The 
effect of BZ-55 is different in young and healthy persons. The 
only significant result in them is a 20 to 30% lowering of the 
blood sugar. The effect is mainly on the alpha cells of the 
pancreatic islets. The maximal effect is observed six hours after 
the drug has been given. 


Initial Clinical Manifestations of Plasma Cell Myeloma. J. Lebon, 
J. Messerschmitt and J. Amovuyal. Presse méd. 64:587-588 
(March 28) 1956 (In French) [Paris, France]. 


Plasma cell myeloma is too often diagnosed only because an 
almost fortuitous discovery is made of a radiological, hemato- 
logical, or biochemical sign. The initial clinical manifestations 


~ of the disease should be more widely known. They were studied 


in the records of 116 patients, 21 of whom were seen by the 
authors, and 95 of whom were reported on in the literature. 
Certain highly suggestive circumstances are present in over 
75% of the patients that should lead the internist to look for 
myeloma systematically. They are a syndrome of lumbar, tho- 
racic, or diffuse pain associated with slight albuminuria and an 
accelerated sedimentation rate; nephritis with azotemia and 
albuminuria but without arterial hypertension; and compression 
of the bone marrow in an elderly person. 

Some of the other aspects that may be the initial manifesta- 
tion are likely to lead to proper diagnosis through the systematic 
search they necessitate; these are intraosseous or extraosseous 
tumor, spontaneous fracture, hemorrahagic syndrome, severe 
anemia, and signs of malignant hemopathy. Occasionally the 
clinical picture remains prosaic for a long time, with pneumo- 
pathy, unexplained fever, or gradual deterioration of the general 
condition. Myeloma with systemic amylosis presents a variety of 


atypical clinical syndromes. 


The Emotional Aspects of Malignancy. A. S$, Vujan. Pennsylvania 
M. J. 59:479-483 ( April) 1956 [Harrisburg]. 


Almost all patients who have cancer have an emotional prob- 
lem. When a patient is suddenly told that he has cancer, the 
reaction is one of stunned disbelief. Study has shown that as 
a patient attempts to integrate this new information, he begins 
to search for the cause of his illness. Feelings of guilt exist in 
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many. This guilt may play a significant rol> in the patient's 
failure to find and follow up effective treatment. Also, feelings 
of guilt and worthlessness, at times, play a role in motivating 
the patient to stop therapy. The loss of an organ such as a 
rectal sphiacter, a breast, or a stomach can produce a depres- 
sion. The physician has a problem, particularly with regard to 
the question whether patients should be told about having 
cancer. Some believe that all patients should be told and others 
that all should be protected. When patients who knew that 
they had cancer were questioned, most of them believed that 
a person should be informed of his diagnosis. In contrast to 
this, a survey of physicians revealed that most do not tell their 
patients of the diagnosis of cancer. In general, physicians 
treating cancer with a favorable prognosis, such as skin cancer, 
tell their patients, whereas those who treat cancer with a less 
favorable prognosis do not. Psychiatric investigation of patients 
indicates that patients cooperate better with treatment and 
adjust better to their condition when they know the diagnosis. 
Fifty women with cancer of the breast, whether or not they were 
informed of their diagnosis by the physician, without exception 
believed they had cancer. Many of them said their physician’s 
reason for not telling them was that he believed they were 
going to die, and there was no hope. There can be no general- 
ization of how much information should be revealed. The 
diagnostic period is the ideal time to find out what the patient 
knows of his condition, and to lay the groundwork for future 
discussion. When information must be given, this should be 
done as soon as the diagnosis is established. The rate at which 
this is accomplished depends on the patient’s personality. The 
emotionally disturbed have to be told more slowly, and in 
an atmosphere of strong support and reassurance. Consideration 
of the patient’s feeling is especially important in terminal 
cancer, when the patient needs someone whom he invests with 
superhuman powers. This puts a severe strain an the physician, 
who realizes his therapeutic helplessness. Although the doctor 
may express this in the discontinuation of therapy, saving 
that he does not wish to take the patient’s money for a visit 
which can do no good, he should realize that the patient will 
cling to hope. 


Radioactive Isotopes in Therapy: Evaluation of Their Role. 
P. Devik. Nord. med. 55:323-326 (March 8) 1956 (In Nor- 
wegian ) (Stockholm, Sweden]. 


In evaluating the therapeutic value of radioisotopes, the 
possibility of late harmful effects such as the development of 
cancer must be considered. Since the latent period for induced 
cancer in man varies from years to decades, the question as to 
cancer cannot yet be answered from clinical material. Cancer 
in the thyroid may prove to be a common complication after 
radioactive iodine treatment of hyperthyreosis. There is 
therefore reason to be conservative about this therapy for 
patients with hyperthyreosis who can be expected to live for 
decades with other forms of treatment. In younger patients 
the danger of radio-induced mutations is a factor which calls 
for a conservative approach. Leukemia is a late complication of 
radiation from radioisotopes. Adequate precautionary measures 
require special equipment and training of the personnel, so 
that the treatment is best fitted for centralization in larger 
hospitals. Artificial radioactive isotopes have brought certain 
technical advantages into conventional radiotherapeutic methods. 
They have also found a definite, limited place in medical therapy 
as a whole, but the advantage is less than was hoped for at 
the outset. Internal application of isotopes should be used only 
to a limited extent in disorders which are not malignant. 


Comparative Investigations on Bone Marrow Puncture in Ster- 
num, Iliac Crest, and Spinous Process, T. Bennike, H. Gormsen 
and B. Moller. Ugesk. lager 118:265-277 (March 8) 1956 (In 
Danish) [Copenhagen, Denmark]. 


Puncture of the sternum, iliac crest, and spinous process was 
done in 121 patients in one session in order to carry out a 
comparative investigation on the diagnostic value of the 
methods. Sufficient material for the evaluation was obtained in 
100 of the patients, and the technical difficulties, the patients’ 
reactions, and the composition of the marrow in the individual 
patients were studied. The authors conclude that there is no 
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difference in the composition of the marrow in the three bones, 
but that sternal puncture is superior to the others as a diagnostic 
method both with regard to technical ease and quality of the 
specimen. The puncture should not be made below the second 
intercostal space. When properly performed by an experienced 
operator, it hardly presents greater danger than puncture of the 
iliac crest or the spinous process. For unpracticed physicians 
who cannot obtain instruction on sternal puncture, puncture 
of the iliac crest or the spinous process is to be preferred. 


Treatment of Cirrhosis of the Liver with Large Doses of Testo- 
sterone. M. Girolami. Minerva med. 47:411-413 (Feb. 14) 1956 
(In Italian) [Turin, Italy]. 


The author has treated patients with hepatosplenomegaly of 
various types with large parenteral doses of testosterone. In a 
series of 24 patients almost all showed some improvement 
after the first month of treatment. Ascites and edema tended to 
disappear. Physical strength returned to the extent of making 
the patient want to return to his daily work. There were no 
cases of hemorrhage, probably because of the disappearance of 
collateral venous networks. Because good results may appear 
only after prolonged treatment, the therapy should be con- 
tinued long after the time during which results would ordi- 
narily be expected. Diuretics should be given only to patients 
who have had serious kidney cumplicatious. The treatment had 
no effect on two patients who in addition to cirrhosis had cancer. 
The most effective way of administering testosterone is to give 
one injection of 100 mg. for 12 days; then two injections of 100 
mg. a week for three weeks, then daily injections of 100 mg. 
each for 12 days, and after that two injections a week for three 
weeks. These cycles may be repeated. Combination with 
injections of liver extracts is advised for periods of from 15 to 20 

. The liver extract is highly antitoxic. If infections occur 
during the treatment, antibiotics should be used. Because 
testosterone seems to the amount of vitamin B,, supple- 
mentary doses of this vitamin should be given. 


Gastroduodenal Ulcers and Ulcerative Colitis from Emotional 
Shock. F. Moutier, A. Cornet and E. Loiry, Presse méd. 64:585- 
587 (March 28) 1956 (In French) [Paris, France}. 


The authors report eight cases in which a duodenal or gastric 
ulcer with acute symptoms established itself during the first 
week after a shock such as sudden death of a loved one or 
breaking of an engagement. In the one male patient of the 
series, an manifested itself after a road accident in which 
he sustained a hip fracture and some bruises, but no direct 
trauma to the abdomen. As a group, the patients were young; 
five were between the ages of 18 and 32, and none was over 50. 
There was no history of previous gastrointestinal disorder in 
any of them, and none could be said to have had a nervous 
predisposition to somatic complaints. Only two of the eight 
ulcers were in the stomach, the rest being in the duodenum. 
They had a tendency to seasonal recurrence. 

Two cases of ulcerative colitis appearing after emotional shock 
are also reported, but these occurred in a highly authoritarian 
man and a weak, repressed young girl. The authors have not 
seen many cases of ulcerative colitis in France. 

These phenomena raise a number of questions that cannot be 
satisfactorily answered. It seems clear that the acute lesions 
are constituted within the space of a few days. The mechanism 
by which this corticovisceral effect is achieved might be 
violent arterial vasoconstriction. 


Repeated Poisonous Snakebites in the Same Patient: An Unusual 
_ Case Report. H. F. Watt, H. M. Parrish and C. B. Pollard. North 
Carolina M. J. 17:174-179 ( April) 1956 [Winston-Salem, N.C.]. 


The patient, a professional herpetologist who collects and 
milks poisonous snakes of their venom, received a total of 10 
bites by poisonous snakes in 12 years. The victim identified 
each snake, noting its size and species, as well as his own sub- 
jective reaction to the venom. The course and management of 
one serious bite is described in detail. A 5-ft. eastern diamond- 
back rattlesnake succeeded in sinking its fangs into the base of 
the patient’s left thumb. He applied a tourniquet to the wrist 
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and cut his hand open in three places. He was driven 27 miles 
to the hospital. The venom spread so rapidly that in 15 minutes 
he could feel the effects. In 30 minutes he was unable to move 
his hands or legs. On arrival at the hospital, 45 minutes after 
being bitten, he was totally helpless. He was given 250 cc. of 
blood plasma intravenously. Six additional cruciform incisions 
were made on the forearm and suction was applied; 30 cc. of 
antivenin was then ‘njected intramuscularly, 5 cc. at the site of 
the fang marks and the remaining 25 cc. in the buttocks. As 
soon as blood was available, 500 cc. was given; 10 mg. of 
morphine sulfate was given to alleviate the intense pain. The 
tourniquet was released at intervals of 20 minutes to restore 
circulation. The patient received a total of 50 cruciform inci- 
sions from the site of the bite up to a level halfway between 
the elbow and the axilla. Five hours after the accident the arm 
was swollen to twice its normal size. Suction was maintained for 
20 minutes per hour for 14 hours and during the interim the 
wounds were bathed with magnesium sulfate compresses. 
Tetanus and gas gangrene antitoxin were administered daily 
for three days. Twenty-four hours after the snakebite the 
swelling had spread to the left scapular, pectoral, and cervical 
regions. The patient was maintained on 3,000 cc. of intravenous 
fluids and 6 gm. of sulfadiazine daily. His condition remained 
serious until the fifth hospital day, when he showed signs of 
improvement. He was unable to resume his normal activities for 
six weeks following this bite. The thumb gradually healed, 
but is permanently atrophied and limited in motion. 

Between 1940 and 1952 this patient was bitten by six 
rattlesnakes, two cottonmouth moccasins, one copperhead 
moccasin, and one South American night crawler. Three 
these bites were severely toxic, producing both local and systemic 
effects; two were moderately toxic, with extensive local effects; 
and the remaining five were minor, causing only minimal local 
effects. The two most serious bites were by eastern diamond- 
back rattlesnakes (Crotalus adamanteus), the most deadly 
snakes in this country. The patient required from four to five 
months to recover completely from each of these serious bites. 
This patient gives no evidence that either immunity or sensi- 
tivity to snake venom develops as a result of repeated bites. 


SURGERY 


“Pneumomassage” of the Heart: Experimental Research. A. 
L. Parola. Surgery 39:375-384 (March) 1956 
St. Louis]. 


Whereas hitherto cardiac massage has been carried out by 
rhythmical manual compression of the heart, the authors devised 
a new method consisting of the rhythmical insufflation of gas 
into the pericardial cavity, They designate this method as 
“pneumomassage.” The pericardium is a rather inelastic mem- 
brane, and a pressure increase within its cavity results in com- 
pression of the heart. The authors tested the resistance of the 
pericardium to raised internal pressure in dogs and in human 
cadavers by injecting gas slowly until the membrane ruptured. 
The breaking pressure was recorded with the aid of a manom- 
eter. In 10 dogs it ranged between 350 and 520 and in human 
cadavers between 600 and 1,125 mm. Hg. These values greatly 
exceeded the pressures necessary for pneumomassage. 

The apparatus used for pneumomassage consists of (1) a 
metallic cannula to be introduced through a small hole in the 
pericardium and held in place by means of a screw device; (2) 
a device for the rhythmical insufflation of gas (either a rubber 
ball to be compressed manually or an oxygen tank, the continu- 
ous flow of which is rhythmically deviated through a glass 
T-tube). Good results have been obtained with each of these 
methods, and the authors believe that it should be possible to 
construct a completely mechanical apparatus. 

Pneumomassage experiments were performed on 20 dogs. 
After anesthesia had been induced, the left side of the thorax 
was opened and ventricular fibrillation was induced by means 
of electrical shocks with the fibrillator-defibrillator apparatus. 
Immediately after this the cannula was introduced into the 


pericardial cavity (an operation that requires from 30 to 45 
seconds), and rhythmical insufflation of gas was begun. The 
blood pressure, measured at the femoral artery of the dog by 


w 
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a kymograph or an electrical manometer, increased from 0 to 
100 mm. Hg and persisted at this level for the entire period 
of ventricular fibrillation and pneumomassage (up to 60 min- 
utes in some cases). The endopericardial gas pressure varied 
periodically from 0 to 160 mm. Hg. Higher gas pressures 
caused no further increase in the maximum blood pressure. The 
insufflation-induced heart rate was about 60 per minute. 

It proved possible to maintain sufficient circulation through 
long periods of cardiac standstill or of ventricular fibrillation by 
means of pneumomassage and then return the heart to com- 
pletely normal rhythm. The method has certain limitations. one 
being the technical necessity of an intact pericardium and the 
other the short time available for cannulation. On the other 
hand, it has advantages over manual massage in certain cases. 
The latter is more or less traumatizing, having at times caused 
rupture of the heart. Pneumomassage, however, produces uni- 
form compression without localized traumatism. Furthermore it 
does not cause fatigue, as is likely in the case of manual 
massage. 


Management of Carcinoma of the Bronchus. N. C. Oswald. 
Brit. M.J. 1:761-764 (April 7) 1956 (London, England]. 


Patients with bronchial carcinoma can be divided into three 
groups of roughly equal size—those for whom some form of 
radical treatment may be attempted, an intermediate group, 
and those for whom there is no effective treatment. Each pa- 
tient should be placed in his appropriate group without delay, 
so that arrangements can be made at once for any special in- 
vestigations that may be necessary. The thoroughness with 
which individual patients should be investigated varies with the 
stage at which the disease is diagnosed. Any measure that may 
be helpful in determining the exact location of the growth may 
be applied to those for whom effective surgical or radiothera- 
peutic treatment appears possible, while those whose condition 
precludes a cure should be inconvenienced as little as possible. 
Physicians should do their utmost to establish an alternative and 
if possible less formidable diagnosis during the interval that 
inevitably elapses between the time the clinical diagnosis is 
made and the time it is confirmed by the pathologist. The 
whole range of conditions causing pulmonary consolidation and 
collapse, pleural effusion, and mediastinal irregularities should 
be considered, together with any extrathoracic features that 
might be due to metastases. Pneumonia, pulmonary tubercu- 
losis, the reticuloses, and cervical adenitis are some of the com- 
moner differential diagnoses. 

The prognosis for most patients is very poor in spite of the 
advances that have been made in surgery and radiotherapy dur- 
ing the last 25 years. Statistics for the present series of 272 
patients seen by the author since 1947 show that 41% of the 
191 who had a follow-up of at least one year died within three 
months of diagnosis; 76% died within the year. Not more than 
10 in 100 patients can be expected to live five years. This 
appalling state of affairs is mainly due to two causes: first, the 
disease has spread too far by the,time it is diagnosed and 
second, many patients are unable to tolerate radical treatment. 
The most encouraging feature of treatment is the success of 
surgical resection in patients with well-differentiated carcinomas 
that have not spread outside the lungs; for these, a 50% sur- 
vival at five years has been achieved, and longer follow-ups will 
probably reveal that a higher proportion have been cured. The 
results of radical radiotherapy, on the other hand, have so far 
been disappointing, partly because patients in the most favor- 
able gioup have been treated surgically. Few radiotherapists 
can claim a five-year survival rate in excess of 3%. 

Patients in the intermediate group present many problems. 
They are usually fit and perfectly capable of doing a day’s 
work, yet they are unsuitable for radical therapy. The physi- 
cian must decide whether to offer them a form of treatment 
with a higher mortality rate than its five-year survival rate, or 
whether to abandon hope and merely treat the symptoms as 
they arise. Some patients who would be turned into unhappy 
invalids by a serious operation will enjoy six months or a year 
of good health with symptomatic treatment alone, if they re- 
main ignorant of the diagnosis, while others of a more stoic 
nature will be prepared to accept risks as long as there is a 
hope of cure. The management of patients in the hopeless 
group requires considerable skill and judgment if the distressing 
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effects of the disease are to be minimized. Palliative treatment 
may consist ot radiotherapy, pleural aspiration, and analgesics, 
and encouragement should be used to combat mental depression. 


Lobectomy for Bronchial Carcinoma. J. R. Belcher. Lancet 1:349- 
352 ( April 7) 1956 [London, England]. 


Since the first successful resection for bronchial carcinoma in 
1933, pneumonectomy has been the standard operation for this 
condition, some surgeons combining it with extensive dissection 
of the mediastinum to achieve truly radical removal of the neo- 
plasm. Pneumonectomy still carries a high mortality. More- 
over, removal of so much pulmonary tissue necessarily limits the 
patient’s activities and renders him increasingly likely to be- 
come a respiratory cripple. On the other hand, lobectomy has 
been regarded by many as quite inadequate. Nevertheless 
lobectomy has been widely practiced, for most reports on the 
treatment of bronchial carcinoma refer to some patients treated 
by this operation. 

Belcher gives an account of 264 lobectomies for bronchial 
carcinoma. The first patient was operated on more than six 
years ago and the last one in May, 1954. Nineteen (or 7%) of 
the patients were women. Nearly three-fourths (73%) of them 
were between the ages of 51 and 70 years. Twelve of the 264 
patients died at or soon after operation; and of the remaining 
252, 145 (57%) survived for a year or more. Of the 156 
operated on two or more years ago 79 (50%) survive; of 96 
operated on three or more years ago 45 (48%) survive; of 46 
operated on four or more years ago 25 (55%) survive; and of 
18 operated on five or more years ago 11 (61%) survive. 

One hundred seventy-two of the 264 patients (66%) had 
squamous carcinomas, 49 (18%) adenocarcinomas, and 43 (16%) 
undifferentiated tumors, Patients with adenocarcinoma had th. 
best prognosis, and there was no difference between the prog: 
nosis for patients with undifferentiated and with squamous-cell 
carcinoma. The presence or absence of glandular involvement 
had a close bearing on prognosis. Uncircumscribed tumors were 
associated with a slightly better prognosis than circumscribed 
tumors. Patients who underwent lobectomy for palliation did 
not do as well as those in whom the operation was carried out 
as a policy. The site of the tumor was unrelated to prognosis. 
Of the 119 deaths, 47% were due to general metastases, 23% to 
local metastases, 10% to the operation, and 16% to causes other 
than carcinoma. Ninety per cent of the patients who died of 
metastases did so within two years of operation. 

The ratio of pneumonectomy to lobectomy was found to be 
4:1. There was. wide variation between the results of pneumo- 
nectomy among the various surgeons, but. there was. close 
similarity between the lobectomy figures. The reason for this 
discrepancy is probably that indications for lobectomy vary 
little, whereas there may be a wide difference of opinion as to 
what patients are suitable for pneumonectomy and how deter- 
mined an effort should be made to remove the carcinoma. The 
present series appears to justify continuation of the policy of 
“lobectomy where possible” in the treatment of bronchial car- 
cinoma. 


Pulmonary Cavities Cured by Partial Costal Resection. H. Deen- 
stra and R. T. E. M. J. Vandevelde. Nederl. tijdschr. zseneesk. 
100:691-694 (March 10) 1956 (In Dutch) [Haarlem, Nether- 
lands]. 


The histories of five patients who had had a_ tuberculous 
pulmonary cavity for from 14 to 76 months are presented. The 
use of chemotherapeutic substances and of antibiotics either 
exerted no influence on the cavities or, at any rate, did not effect 
closure. Collapse therapy was tried in some, but in others this 
was not possible. Resection was impossible in four of the 
patients because foci were present in both lungs, the pulmonary 
function was greatly impaired, or the tubercle bacilli were not 
sensitive to streptomycin or to isoniazid. The five patients were 
subjected to the first stage of a speleotomy, that is, the partial 
resection of two or three ribs. Within from two to five months 
after this first stage of the speleotomy, the pulmonary cavities 
closed in four of the patients; in the other it could not be 
definitely ascertained when closure occurred. The cavities have 
so far remained closed for periods ranging from one to six 
years. During the period when these five patients were treated, 
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the first and second stage of speleotomy was carried out in nine 

patients. Thus in 5 of 14 patients it proved unnecessary to per- 

form the second stage. It seems advisable to wait several 

months after the first phase of speleotomy has been done, be- 

cause the cavity might close in the interval and thus make the 
stage unnecessary. 


Bilateral Adrenalectomy for Advanced Breast Cancer: A Report 
of Eleven Cases. W. F. Bowers, T. H. Nicholas and J. J. Kovaric. 
Cancer 9:277-280 (March-April) 1956 [Philadelphia]. 


Eleven women between the ages of 32 and 56 years with 
advanced mammary cancer and with clinical and laboratory 
evidence of distant metastases were subjected to bilateral ad- 
renalectomy. At least two of the following conditions on which 
the decision to perform adrenalectomy depended were present 
in all the patients: recurrent skin metastases, roentgenographi- 
cally demonstrable bone lesions, pleural fluid containing tumor 
cells, and recurrence or progression after hormone and/or roent- 
genotherapy. In addition to these objective findings, 8 of the 
11 patients had severe intractable bone pain. Relief of pain was 
dramatic and occurred regularly on about the third postop- 
erative day. This relief persisted for variable periods up to one 
year. Eight patients died, and the survival period ranged from 
39 to 620 days after adrenalectomy. Adrenal replacement ther- 
apy was practiced as follows. On the day preceding the ad- 
renalectomy 50 mg. of cortisone was given intramuscularly 
every four hours; on the day of operation 50 mg. of cortisone 
was given intramuscularly every four hours and 100 mg. orally 
at 6 a.m.; on the first postoperative day the patient received 
50 mg. intramuscularly every six hours, on the second and third 
postoperative days, 50 mg. intramuscularly every 12 hours, and 
on the fourth, fifth, and sixth postoperative days, 25 mg. orally 
every eight hours. The maintenance dose of cortisone was 50 
mg. daily by mouth in two divided doses. There were no prob- 

ns conce with management of the patients who had 
undergone adrenalectomy in regard to salt and water metab- 
olism, maintenance of blood pressure, pigmentation, or any 
other untoward phenomenon, except in two of the patients in 
whom nausea, vomiting, and lowered blood pressure required 
increased doses of cortisone. Liver metastases were not favor- 
ably influenced by adrenalectomy, and four patients died of 
hepatic failure and coma from massive tumor infiltration. Since 
all the patients showed recurrent growth of tumor after initial 
inhibition, adrenalectomy is regarded as a palliative procedure 
to be reserved for patients with far-advanced disease. 


Surgical Treatment of Portal Hypertension: Results in 64 Cases. 
A. I. S. Macpherson, J. A. Owen and J. Innes. Lancet 1:353-357 
( April 7) 1956 [London, England]. 


The benefits resulting from operations for portal hypertension 
are difficult to estimate because of the composite nature of the 
disorder when it is associated with hepatic disease. Repeated 
hematemesis is apparently not incompatible with long survival 
even in patients known to have hepatic disease. This the 
authors demonstrate on the basis of three case histories, which 
also indicate the need for a long follow-up. The progress of 64 
patients with intrahepatic portal obstruction during the eight 
years up to the end of 1953 is reviewed. Sixty-eight operations 
were performed on these patients, as follows: portacaval anasto- 
mosis, 7; splenectomy and splenorenal anastomosis, 19; splenec- 
tomy alone, 27; limited esophagogastrectomy, 8; splenic arterial 
ligature, 4; other operations, 3. The following criteria were 
accepted for assessing the effectiveness of operations in portal 
hypertension: (1) a substantial reduction in the incidence and 
severity of bleeding from varices in the lower esophagus and 
the fundus of the stomach; (2) the absence of adverse effects 
on metabolic functions, and in particular on hepatic function; 
(3) improvement in the blood picture; and (4) improved 
chances of survival. 

Twenty-nine patients died during the period of observation. 
The principal causes of death were hepatic failure, hemorrhage, 
and the effect or complications of operation. Usually there was 
more than one cause. Tentative conclusions include the follow- 
ing: 1. Gastroesophageal bleeding is more likely after operation 
for portal hypertension associated with hepatic disease when it 
has been a presenting feature of the condition. Splenectomy 
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alone is not the elective operation when there has been hema- 
temesis or if esophageal varices can be demonstrated but is a 
satisfactory procedure when splenomegaly and hypersplenism 
are the presenting features. A portal-systemic anastomosis that 
remains patent seems to provide additional protection against 
recurrence of bleeding; but further evidence from a larger 
series and a longer period of observation is required, because 
bleeding may be long delayed. Limited esophagogastrectomy 
appears to be a satisfactory method of treating recurrent bleed- 
ing after other operations. 2, Hepatic function was maintained 
in those who survived five or more years after operations that 
sometimes involved deviation of all portal blood from the liver 
by portacaval anastomosis. In most instances, these were pa- 
tients whose hepatic function was not greatly impaired before 
operation. 3. The leukopenia and thrombocytopenia character- 
istic of portal hypertension can be corrected immediately by 
splenectomy, and follow-up for five or more years shows that 
the improvement is maintained. 4. Statistical comparison of a 
series of patients treated medically with a series treated by oper- 
ation in addition shows that the survival rate is slightly, but for 
the most part not significantly, better in the patients operated 
on. 


Marginal Ulcer: An Analysis of Twenty Cases and a Case 
Presentation in Which Adenocarcinoma Occurred at a Gastro- 
enterostomy Site. L. Smith and V. M. Strange. Surgery 39:441- 
451 (March) 1956 [St. Louis]. 


Twenty marginal ulcers developed in 17 male patients at the 
Southern Pacific General Hospital in San Francisco over the past 
nine years. The diagnosis was substantiated in all but one of the 
patients at operation, and in this patient an ulcer niche was 
observed during x-ray examination. In 14 patients the previous 
ulcer was duodenal, in two it was gastric, and one patient had 
both gastric and duodenal ulcers. Gastroenterostomy, alone and 
combined with vagotomy or excision of the ulcer, had been 
performed on 13 of the patients. Subtotal gastric resection had 
been performed in four of the patients, and in one of these the 
pyloric antrum was excluded due to technical difficulties. The 
time elapsed between the previous operation and the diagnosis 
of the marginal ulcer averaged 8.98 years in the patients in 
whom the previous operation had been a gastroenterostomy 
and 7.17 years when it had been a gastric resection. 

Pain, nausea, and vomiting were the most frequent symptoms. 
Bleeding, which is much more frequent with marginal than with 
duodenal and gastric ulcers, occurred in 12 of the 20 ulcers. 
Perforation and gastrojejunocolic fistula each occurred in two. 
In both patients in whom the gastrojejunocolic fistula developed 
the previous operation had been a posterior gastroenterostomy 
for duodenal ulcer. The close proximity of the transverse colon 
to the anastomosis probably is responsible for this fistula. In 
one patient an adenocarcinoma developed at the site of the 
gastroenterostomy. Although this is fortunately a rare occur- 
rence, the possibility of a carcinoma should be considered when- 
ever a marginal ulcer is suspected. 

Surgical treatment was omitted in only one of the 15 
marginal ulcers after previous gastroenterostomy. The patient 
in question had a recurrence of the marginal ulcer eight years 
later, at which time a subtotal gastrectomy was performed. In 
one patient a perforated marginal ulcer was closed, but the ulcer 
recurred 17 months later and a gastric resection was performed 
at another hospital. Excision of the fistula and subtotal gastric 
resection was performed in both patients with gastrojejunocolic 
fistula. A subtotal gastrectomy and gastrojejunostomy were 
performed in nine patients. One of the five patients with mar- 
ginal ulcers after .gastric resection required closure of a per- 
forated ulcer. In three the resection was considered inadequate, 
and a gastric re-resection was performed. In one of these a 
marginal ulcer recurred one year later, and a subdiaphragmatic 
vagotomy was performed. Postoperative complications occurred 
in 11 of 18 patients, with respiratory complications heading the 
list. There were two surgical deaths. 

The authors believe subtotal gastrectomy to be the procedure 
of choice and recommend that the entire pyloric antrum be 
removed in order to abolish the antral hormonal phase of gastric 
secretion. When a marginal ulcer follows a gastroenterostomy, 
the preferred treatment is excision of the ulcer, discontinuation 
of the anastomosis, and subtotal gastric resection with gastro- 
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jejunostomy. When a marginal ulcer follows a gastric resection 
and it is believed that the resection has been inadequate, a 
discontinuation of the anastomosis plus a gastric re-resection 


should be performed. 


Intestinal Obstruction Due to Gallstones. C. G. Morlock, E. 
Shocket and W. H. ReMine. Gastroenterology 30:462-474 
(March) 1956 [Baltimore]. 


Up to 1952 a total of 19 cases of intestinal obstruction due to 
gallstones had been reported from the Mayo Clinic. In this 
report the authors describe six additional cases that were ob- 
served over a 20-month period since then. Operations were 
necessary in three of the six patients, and spontaneous recovery 
with a passage of the stone took place in two. The diagnosis in 
these two was not suspected until the cholelith was passed by 
rectum; then a review of the history and further scrutiny of the 
roentgenograms revealed additional diagnostic evidence. 

The sixth patient, a 72-year-old woman, had had an attack of 
acute pain in the right lower quadrant of the abdomen. Sub- 
sequently, she had had an occasional slight recurrence of similar 
symptoms. Her symptoms had become more severe one month 
prior to admission, and nausea, vomiting, and constipation de- 
veloped. On admission to the hospital, she was extremely ill, 
dehydrated, and disoriented. The abdomen was distended and 
tympanitic. Digital rectal examination disclosed a movable, 
hard, extrarectal mass the size of a golf ball located high in the 
pelvis. The presence of air in the biliary ducts was interpreted 
as indicative of a cholecystoduodenal fistula. Every effort was 
made to hydrate the patient by the parenteral administration of 
fluids in the hope that sufficient general improvement would 
occur to permit exploration of the abdomen. Her condition con- 
tinued to be critical and at no time was it such as to permit 
abdominal exploration. She suddenly collapsed and died on the 
third day after admission. Autopsy revealed a cholecystoduo- 
denal fistula. A cholelith measuring 3.5 by 2.5 by 3 cm. had 
become lodged 3 ft. proximal to the ileocecal valve, causing 
complete obstruction of the intestinal lumen. Early gangrene of 
the wall of the small intestine was present at the site of lodg- 
ment of the stone. 

The authors emphasize the need to maintain a high index of 
suspicion of the possibility of intestinal blockage by a gallstone 
whenever symptoms of partial or complete obstruction of the 
small intestine occur. A history of prior cholecystic disease is 
not so helpful as one might expect. A cholecystenteric fistula 
can develop without severe associated symptoms. Failure to 
recognize early that a gallstone is causing intestinal obstruction 
undoubtedly plays a role in the poor prognosis that sometimes 
accompanies this complication. A mortality rate as great as 50% 
has been reported. A gallstone entering the intestine can cause 


* obstruction wherever it finds lodgment. The commonest site for 


such lodgment is in the lower portion of the small intestine. 
However, other sites of lodgment, such as the duodenum, are 
encountered. 


Benign and Malignant Giant-Cell Tumors of Bone: A Clinical- 
Pathological Evaluation of 31 Cases. W. R. Murphy and L., V. 
Ackerman. Cancer 9:317-339 (March-April) 1956 [Philadelphia]. 


Of 18 male and 18 female patients between the ages of 14 
and 61 years with giant-cell tumors of bone, 26 had benign 
tumors and 5 had malignant tumors. The most common location 
of the tumor was the distal end of the femur in eight patients. 
Next in order was the proximal end of the tibia in seven. The 
distal end of the tibia was involved in one patient, the proximal 
end of the femur in three, the distal radius in three, the hu- 
merus in three, the ulna in one, vertebrae in four, and the first 
metacarpal bone in one. The average duration of symptoms 
before diagnosis was nine months. Pain was present in 22 pa- 
tients and enlargement of the affected bone in 16. Of the 26 
patients with benign tumors, 6 received combined curettage 
and irradiation therapy. In four patients irradiation alone 
was used as the primary method of treatment. Amputation was 
the primary treatment in two patients, and resection was the 
primary method of treatment in two others. Curettage with or 
without packing of bone chips into the cavity was done in 11 
patients, and curettage, iodine cautery, and radium were used 
in one. 


MEDICAL LITERATURE ABSTRACTS 1013 


The results obtained by the authors and by other workers 
showed that operation is an effective means of dealing with 
these tumors. No series of genuine giant-cell tumors treated 
by irradiation was reported that adequately showed the effec- 
tiveness of irradiation as the sole method of treatment. The 
literature is extremely confusing concerning the effectiveness 
of irradiation in giant-cell tumors initially treated by this means. 
Most of the patients were children. The lesions were located 
in bones such as the mandible, an unusual site of giant-cell 
tumor, or in the metaphysial area of long bones, and in many 
series there was no microscopic proof of the nature of the 
lesions. In a group in which the clinical, radiological, and 
pathological findings would adequately support the diagnosis 
of giant-cell tumor, well-planned irradiation may be effective. 
The authors have no evidence that well-planned irradiation 
causes a benign giant-cell tumor to become malignant. Com- 
bined operation and irradiation probably is not warranted as 
a primary method of treatment, and has not been shown to be 
more effective than operation alone. Microscopic studies of the 
benign giant-cell tumors showed that recurrence of the tumor 
after treatment apparently was not related to cortical perforation 
or to the number and size of the giant-cells. The number of 
mitoses and degree of irregularity showed the greatest micro- 
scopic correlation to recurrence. Osteoid or bone formation or 
both were present in 11 of the 26 patients. Cartilage formation 
was not seen in any of the patients. Bone and osteoid tissue 
showed no relationship to recurrence, but were occasionally con- 
fusing in separating an osteosarcoma with giant cells from a 
malignant giant-cell tumor. 

In the five patients with malignant giant-cell tumors, two 
tumors were recognized as such at the time of the first examina- 
tion before therapy was started. Malignancy may be recognized 
after therapy, whether this consists of operation or irradiation. 
Two patients in whom the benign giant-cell tumors apparently 
were transformed to fibrosarcomas with metastases died. 
One very unusual case of histologically benign giant-cell tumor 
resulted in pulmonary metastases having the appearance of 
benign giant-cell tumors. This patient was well more than seven 
years after his second thoracotomy for removal of metastases. 


Cortisone Treatment of the Low-Salt Syndrome. I. G. Graber, 
P. Beaconsfield and O. Daniel. Brit. M.J. 1:778-779 (April 7) 
1956 [London, England]. 


Patients who have undergone major surgical operations occa- 
sionally show abnormally low plasma sodium and chloride levels 
even after a positive salt and water balance has been reestab- 
lished by suitable electrolyte replacement. Cortisone, given to 
five such patients on the assumption that their persistent hypo- 
natremia was due to a transient exhaustion of adrenocortical 
function, proved to be a prompt and effective remedy. The 
best explanation for the rapid changes in plasma electrolytes 
that followed the administration of cortisone in these patients 
is that the cortisone altered the permeability of the cells, mak- 
ing it possible for sodium and chloride to pass quickly from 
the cells into the plasma and so restoring a normal plasma 
electrolyte picture and relieving intracellular edema. This 
explanation is supported by the fact that cortisone administra- 
tion was followed almost immediately by a great increase in the 
urinary output of sodium and a relative reduction in that of 


potassium. 

The results obtained in these patients suggest that cortisone 
therapy has a place in the treatment of otherwise intractable 
postoperative low-salt syndrome. Its advantages, however, 
should be carefully weighed against the known dangers of 
cortisone administration. 


Open Heart Surgery Under Direct Vision with the Aid of Brain- 
Cooling by Irrigation: Experimental Studies and Report of 
Clinical Cases, Including Three Successfully Treated Cases of 
Atrial Septal Defect. S. Kimoto, S. Sugie and K. Asano. Surgery 
39:592-603 (April) 1956 [St. Louis]. 


Investigation has shown that while cooling of the heart in 
general hypothermia is somewhat disadvantageous because of 
the tendency toward uncontrollable ventricular fibrillation at 
temperatures below 30 C, the cardiac inflow can be safely 
occluded for a long time if the brain temperature is selectively 
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lowered to a sufficient degree. A method of selective brain- 
cooling by irrigation, quite similar to the one devised independ- 
ently by Parkins and his co-workers, was tried out in dogs 
subjected to open-heart surgery under direct vision. The results 
obtained were far superior to those obtained by general hypo- 
thermia. Cardiac inflow could be occluded for as long as 50 
minutes with no particular untoward effects, and intracardiac 
manipulation could be carried on for 30 minutes when ventri- 
cular fibrillation was prevented by the use of acetylcholine. The 
excellence of these results encouraged the authors to undertake 
the first clinical trial of the new method in five patients with 
congenital heart disease. Three of the patients had atrial septal 
defects, one had pure pulmonary stenosis, and one had a 
complicated anomaly with a large persistent ostium primum. 
The defects in the first three were successfully repaired; 
recovery from the operation was rapid, and the patients’ post- 
operative course has been impressive. The patient with pulmon- 
ary stenosis was in excellent condition after the operation, but 
three hours later a secondary hemorrhage from a laceration in 
the pulmonary artery caused by one of the stay sutures led to 
shock and eventually death. Closure of the defect in the fifth case 
was so difficult and anoxia was so pronounced that the patient 
died during the operation. 

Continued use of this method since the authors’ report was 
first written has produced successful results in six additional 
patients with atrial septal defects, one with a ventricular septal 
defect, and one with tetralogy of Fallot, in whom the brain- 
cooling was combined with selective coronary perfusion. 


The Treatment of Ventricular Fibrillation in the Hypothermic 
Animal; An Experimental Study. J. H. Kay and R. A, Gaertner. 
Surgery 39:619-622 ( April) 1956 [St. Louis]. 


Reports of difficulties encountered in the treatment of 
ventricular fibrillation in animals under hypothermia led to 
the present investigation of this problem in a large series of 

The animals were anesthetized and cooled to rectal 
temperatures of from 25 to 34 C; an additional drop of from 
2 to 5 C occurred later during the operative procedures, which 
consisted of right ventriculotomy or pulmonary arteriotomy 
with caval and azygos occlusion periods of from 8 to 29 
minutes. Ventricular fibrillation developed in 30 of the dogs 
during occlusion or shortly thereafter, but was successfully 
overcome in all. The rectal temperature of the animals at the 
time of defibrillation varied from 21 to 31 C, and it seemed 
to be slightly more difficult to defibrillate the hypothermic 
heart at these temperatures than it is to defibrillate the heart 
when the temperatures are normal. Defibrillation of the hypo- 
thermic heart during perfusion. with oxygenated blood, how- 
ever, was accomplished easily without the use either of massage 
or of a stimulant. Some of the hearts were defibrillated by the 
use of cardiac massage for several minutes, followed by 
electrical . defibrillation with 130. volts for 0.25 second. Those 
that could not be defibrillated by this method responded to the 
injection of from 2 to 3 cc. of a solution of 1:10,000 epinephrine 
hydrochioride into the left ventricular cavity, cardiac massage 
for one or two minutes, and electrical defibrillation. The heart 
must have good tone before electrical defibrillation is attempted, 
but too large a dose of epinephrine hydrochloride should not 
be injected at any one time or it may make defibrillation 
more difficult. 


The "Surgical Marjolin’ Uicer: With a Report of 
Three Cases. R. J. Schlosser, E. A. Kanar and H. N. Harkins. 
Surgery 39:645-653 ( April) 1956 [St. Louis]. 


Marjolin’s ulcer, which may be briefly defined as a cancer 
arising in a burn scar, is not rare. Three cases were seen by the 
authors within a seven-month period in 1954, two at the King 
County Hospital and one at the Veterans Administration 
Hospital in Seattle. The first patient was a 36-year-old man 
with a 5 by 3 cm. burn-scar ulcer of one year’s duration near 
the right elbow. The original burn, suffered 27 years earlier, had 
healed without skin grafting. Biopsy of the ulcer on admission 
showed a squamous-cell carcinoma of medium grade. No evi- 
dence of metastatic carcinoma was found in the palpable 
regional lymph nodes. The ulcer was therefore radically 
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excised and the defect was closed with a split-thickness skin 
graft. Ten months later the scar was soft and pliable and 
motion at the elbow joint was normal. The second patient, a 
44-year-old Negro woman, had sustained extensive burns of 
the right lower extremity at the age of 12 years. The burn healed 
without skin grafting after nine months of hospitalization. A 
popliteal burn-scar ulcer eventually developed and by the time 
she was admitted to the hospital two years after its appearance 
it measured 11 by 15 cm. The lesion, which was found on 
biopsy to be a low-grade squamous-cell carcinoma, was 
radically excised and the resulting defect was covered by a 
transplanted muscle flap and a split-thickness skin graft. The 
tumor recurred twice at the same site, however, and although 
each recurrence was treated by excision and a right radical 
inguinal node dissection for metastatic carcinoma was also 
performed, the prognosis is almost hopeless. The third patient 
was a 33-year-old woman whose left lower extremity and 
back had been severely burned when she was 10 years old. 
The area was never skin-grafted. A post-traumatic ulcer that 
had developed in the left hip area and had healed three years 
before her admission to the hospital had later recurred after a 
fresh trauma. The lesion, which measured 6 by 9 cm., was shown 
by biopsy to be a grade 2 squamous-cell carcinoma. It was 
widely excised and the defect was covered with a skin graft. An 
additional old bur: scar on the back was also excised and a skin 
graft applied as a prophylactic measure. The patient was doing 
very well, with no signs of recurrence, when last seen. 

The age of the scar is generally believed to be more im- 
portant in the development of Marjolin’s ulcer than the age 
of the patient; thus a burn scar of infancy or childhood is more 
apt to terminate in a cancer than is one acquired in adult life. 
An exception to this rule is found in the acute wound cancer 
developing in elderly patients within an average period of four 
months from the time of the burn. Evidence is now available to 
show that abnormal changes occur at the base as well as in the 

margins of a scar ulcer; consequently, tissue intended for 
biopsy should be taken from the base as well as from the mar- 
gins of a suspicious lesion. Adequate skin grafting is essential 
for prophylaxis against burn cancers; soft, pliable scars that 
approach normal skin texture are not likely to undergo malig- 
nant degeneration. Radical surgical excision of the lesion with 
regional lymph node dissection when necessary is the treatment 
of choice when malignancy has been established. 


The “Quiescent” Tuberculous Bronchus: A Review with a Study 
of Its S$ Connotations. K. L. Hardy and P. C. Samson. 


‘Am. Rev. Tuberc. 73:451-471 (April) 1956 [New York]. 


A review of the literature showed that during the early strep- 
tomycin era some complacency arose with regard to tuberculous 
tracheobronchitis as a complication of pulmonary tuberculosis. 
More recent observations, however, showed that although 
chemotherapy results. in fairly rapid epithelial healing of the 
tuberculous bronchus in many patients, the bronchial . wall 
itself may continue to. harbor tuberculosis despite mucosal 
healing. Submucosal and mural lesions thus persist. Broncho- 
scopically, such a “quiescent bronchus” will show an intact 
mucosa which is usually pale, but may be thickened, opaque, 
and thrown into longitudinal folds. Septal blunting is frequent. 
Fibrostenosis may or may not be present. Although not a 
“healed” bronchus in the histopathological sense, it will heal 
after transection in the surgical sense. By contrast, bronchi with 
active tuberculosis of the mucosa are the ones in which surgical 
relapse with fistula formation tends to occur after transection. 
Such bronchi have been variously described as ulcerated or 
“red hot” and “beefy.” It is suggested that the “quiescent” 
bronchus be used as an additional criterion in determining the 
indications for pulmonary resection along with the status of 
cavities and sputum, and the roentgenographic findings. 
Attainment of the quiescent state of the bronchial disease is 
the most important single factor in reducing bronchopleural 
fistula and ulcers of the bronchial stump after resection. 

One hundred five patients with pulmonary tuberculosis who 
underwent resection at the thoracic surgery service of the 
Highland-Alameda Country Hospital in Oakland, Calif., met 


the bronchoscopic criteria normal. or for a quiescent, i. e., 
transectable, bronchus. Pneumonectomies were performed in 10 
of these patients, lobectomies in 55, segmental resections in 
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33, and subsegmental resections in 7, Microscopic examination 
of the surgical specimens showed that 52 patients had 
recognizable tuberculous tracheobronchitis in the proximal 
resected bronchus. Of the 38 considered on bronchoscopic 
examination to show specific bronchial disease, there was 
eventual microscopic correlation in 33. Five showed only 
nonspecific inflammation microscopically. Thus, the broncho- 
scopic diagnosis of tuberculosis was correct practically 9 times 
out of 10. Of the 38 patients, only 9 achieved quiescence in a 
minimum of six months on the usual regimen of bed rest and 
combined treatment with streptomycin and_ aminosalicylic 
acid (PAS), Twenty-nine required additional chemotherapy 
with isoniazid. Pre-resection thoracoplasty was required as 
a further aid for bronchial healing in seven. Aerosol therapy 
and repeated bronchoscopies were successful in establishing 
improved cavitary drainage and concomitant bronchial 
quiescence in two patients. There were no stump breakdowns 
(bronchopleural fistulas) and no ulcers of the bronchial stumps 
in the entire group, which was observed for more than one year. 


Experimental Observations on the Influence of Hypothermia 
and Autonomic Blocking Agents on Hemorrhagic Shock. R. C. 
Overton and M. E. De Bakey. Ann. Surg. 143:439-447 ( April) 
1956 [Philadelphia]. 


In order to determine the effect of the various factors in- 
volved in artificial hibernation on shock, hypothermia and the 
administration of chlorpromazine were applied separately and 
in combination to dogs subjected to irreversible hemorrhagic 
shock. Two hundred thirteen dogs were divided into five groups. 
Fifty animals served as controls; 46 were cooled to 31 C before 
shock was induced; 45 and 20 were initially treated with 50 and 
5 mg. of chlorpromazine respectively; and in 38 and 14 hypo- 
thermia was combined with the administration of 50 and 5 mg. 
of chlorpromazine respectively. Both immediate and ultimate 
survival were significantly improved by the administration of 
all the listed factors, either separately or in the various 
combinations. A protective mechanism was suggested by the 
increased tolerance for hypotension in the treated animals. 
This improvement was noted both in hypotension time and in 
the number of animals that were still compensated after eight 
hours of shock when the experiment was terminated. Combina- 
tion of the drug, in either small or large doses, with hypothermia 
proved to be the most effective therapy. 


Postoperative Reactivation of Rheumatic Disease. A. Van Bogaert 
and E. Fannes. Acta cardiol. 11:141-153 (No. 2) 1956 (In 
French) [Brussels, Belgium]. 


_ The ages of four patients with rheumatic flare-up 


~ soon after operation were 15, 24, 24, and 42 years. The authenti- 


». cally rheumatic nature of these episodes seems beyond doubt, 


‘and they must have been the result of the trauma offered by 


surgical intervention per se, since the procedures of commis- 
surotomy were different in each patient (in one nothing was 
done to the mitral orifice ) and the results unequal. If the follow- 
ing are considered essential criteria for rheumatic relapse: 
marked increase in heart volume when no pericardial exudate 
is present, or peripheral signs of myocardial insufficiency 
occurring within the month following operation, the rate of 
reactivation among the authors’ patients is 12% (3 of 25). This 
goes up to 16 when the fourth patient is added, who had 
acute serofibrinous pleurisy with lymphocytosis, hyperalbumi- 
nosis, diffuse joint pain, and accelerated sedimentation rate 
setting in a week after wide commissurotomy. This resisted a 
month’s therapy with antibiotics and yielded finally to a week 
of treatment with cortisone and aspirin. The number of re- 
lapses is especially alarming considering the strict selection 
practiced among these patients: (1) none had had signs of 
rheumatic activity for five years prior to operation; (2) there 
were no clinical or biological signs of infection, as judged on 
the basis of the sedimentation rate, body temperature, white 
blood cell count, and the serum beta-globulins; (3) all patients 
had sinus rhythm; and (4) there were no symptoms of myocar- 
dial insufficiency, either at the time of operation or in the past 
history. If the criteria for rheumatic relapse are broadened in 
relation to clinical aspect and delay of onset, and if such late 
complications as auricular fibrillation are counted, the frequency 
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of such relapses is seen to be even greater (in the present se- 
ries 20%), There are no clinical or biological means of fore- 
seeing them. Intraoperative biopsy of the atrium is fairly 
reliable: three of four cases described occurred among the 9 
patients who were seen to have active lesions in the endo- or 
myocardium, but on the other hand a particularly severe 
relapse occurred in one of the 16 patients who had no such 
lesions. 

It can therefore be stated that when the clinical, hemody- 
namic, and electrocardiographic data in a given case of mitral 
stenosis suggest that the mechanical obstruction is complicated 
by a myocardial factor, the time for operation is past. If not 
actually doubtful at this time, the operative results are likely 
to be transitory. Reactivation of rheumatic fever after opera- 
tion can be combated only by early treatment with cortisone, 
that is, before myocardial insufficiency becomes established. 
The authors suggest giving cortisone prophylactically to all 
patients in whom intraoperative biopsy gives positive results, 


Amputations in Peripheral Vascular Disease. J. Schmukler. 
J. M. Soc. New Jersey 53:106-111 (March) 1956 [‘Trenton, N. J.]. 


The management of peripheral vascular disease requires 
that physicians and surgeons work together as a team. The 
internist should try to correct associated maladies before the 
operation. The use of antibiotics and anticoagulants has per- 
mitted a substantial reduction in major amputations. The 
optimal time for amputation varies. Infection, vascular supply, 
the age of the patient and his response to therapy must 
be considered. Conservatism is advocated when infection 
is controllable in thromboangiitis obliterans, arteriosclerosis, and 
diabetes. If infection spreads, immediate amputation may be 
a life-saving measure. The surgeon’s impatience or the short- 
age of hospital beds should not determine the time of amputa- 
tion. In the scale of human values a patient’s leg will out- 
weigh a few extra days, weeks, or even months of conservative 
therapy. Sympathectomy cannot affect the pathological 
changes in the blood vessels nor the course of the underlying 
disease. The increased blood flow in an extermity after sym- 
pathectomy is in the skin, not in the muscles. Sympathectomy, 
whether chemical or surgical, will never hold an important 
place in the treatment of peripheral vascular disease. 

In commenting on the technique of amputations, the author 
says that healing depends on adequate circulation. The ulti- 
mate decision as to the site of operation will be bleeding at 
the point of incision. Bleeding is the best direct measure of 
collateral circulation. The normal pink appearance of the 
muscle is another indication of: viability. A gray, “cooked” 
appearance indicates that there will be further spread of gan- 
grene. Flaps should never be made. The skin must not be 
separated from the underlying fascia. A circular guillotine in- 
cision has proved best. The femur, tibia, and fibula should 
be cut short enough to allow for subsequent soft tissue retrac- 
tion. Large nerves, like the sciatic should be injected with 1% 
procaine before high sharp sectioning to prevent shock to the 
patient. Surgeons who perform amputations for vascular 
diseases must be concerned with the rehabilitation of their 
patients. They should familiarize themselves with prosthetic 
problems. Limb makers should be cautioned about undue 
pressure during stump conditioning and subsequent weight 
bearing. The following measures are considered helpful in 
preventing major amputations: aortography and arteriography; 
embolectomy in acute occlusions; arteriectomy and thrombo- 
endarterectomy; and substitution surgery with homografts, 
veins, and tubes made of plastic materials. 


Varicose Veins—Results of Surgical Treatment. S$. W. Moore 
and W. L. Craver. Ann, Surg. 143:500-503 (April) 1956 
[Philadelphia]. 


Observations on 100 patients, in whom 170 extremities were 
treated by high ligation and complete stripping of the great 
saphenous vein to the region of the medial malleolus, in 1950 
and 1951, were compared with those on 312 patients (476 
extremities) treated by various other operations during 1945 
and 1946. These years were chosen because at the New York 
Hospital stripping to the midthigh or knee and multiple liga- 
tions were used almost exclusively in 1945 and 1946, whereas 
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stripping to the ankle has been used extensively since 1950. 
On 561 or 86.8% of the 646 extremities follow-up studies have 
been made for a year or more; on some of them for eight 
years. A Mayo extraluminal stripper was used on most patients. 
Two hundred thirty-four (57%) of the 412 patients had bi- 
lateral operations. In analyzing the results of operative treat- 
ment, the length of hospitalization and the number of 
postoperative sclerosing injections required are important con- 
siderations. With stripping to the ankle an average of 4.3 
days was spent in the hospital. This compares favorably with 
the other procedures and is shorter than the duration of hos- 


pitalization after multiple ligation. Fewer postoperative scleros- — 


ing injections were required after stripping to the knee, 
stripping to the ankle, or multiple ligation. High ligation alone, 
or with stripping to the midthigh, was less effective in coun- 
teracting varices. Over half (54%) of the extremities stripped 
to the ankle required no postoperative injections, whereas 
only one-third of those being treated by multiple ligations or 
by stripping to the knee did not require injections. There 
were no postoperative deaths. Five deaths occurred during the 
follow-up period, but these deaths were not related to the 
operation or to the presence of varicose veins. Complications 
consisted mostly of superficial wound infections, which were 
usually minor and did not prolong the hospital stay. Injury 
to the saphenous nerve came to light during the follow-up in 
five patients, who complained of anesthesia in areas of the 
skin below the knee. This injury occurred with multiple liga- 
tions and stripping to the ankle. The authors regard complete 
removal of the vein from the femoral junction to the medial 
malleolus as the treatment of choice for varicosities of the 
great saphenous vein. 


Adduction Contracture of the Thumb. J. E. Flynn. New England 
J. Med. 254:677-686 (April 12) 1956 [Boston]. 


Adduction contracture of the thumb is a most serious dis- 
ability of the hand. The thumb is useless as an opponent for 
the fingers, is unable to abduct and rotate and, in some cases, 
blocks flexion of the fingers. The hand is incapable of proper 
grasp, pinch, and stereognosis, and it usually remains only a 
useful hook. The functional anatomy of the thumb and the 
various types of adduction deformity are reviewed. The 11 
case histories presented illustrate the various extents of adduc- 
tion contractures, their different causes, and the various pro- 
cedures that have been adopted to correct them. 

In two of the cases deformity developed because of skin 
contracture only, and both were corrected by excision of the 
scar and skin grafting. In the other cases contractures were 
due to deep trauma, to avulsion and ischemia, to war injuries, 
to dislocation of the thumb, to deep burns, and to paralysis 
of the brachial plexus at birth. Adduction contracture of the 
thumb can usually be prevented by proper splinting. Deform- 
ing skin contractures can often be corrected by excision of any 
scar and skin grafting or by Z-plasty. 

Deeper contractures require the excision of all deep con- 
tracted tissues as well as (usually) the adductor allie 
muscle, the first dorsal interosseus muscle, and part of the 
palmar aponeurosis, generally followed by a pedicle skin graft 
over the skin defect. On rare occasions, when, after excision 
of the scar, opposition or apposition is difficult to maintain, 
especially if the difficulty is related to birth paralysis, or when 
recurrent contractures occur, a bone strut may be used. Usu- 
ally, however, crossed Kirchner wires are adequate to maintain 
the proper relations between the first and second metacarpals 
and the proximal phalanx. The wires are removed in an aver- 
age of nine weeks. In most cases, some active rotation of the 
thumb or its remnant results. Tendon transfer as a help in 
reestablishing active opposition may be necessary in some 
cases. 


Delayed S$ Sagres Following Antibiotic Therapy. 
B. J. Wattiker, W. L. Mersheimer and J. M. Winfield. Am. J. 
Surg. 91:465-466 (aegis 1956 [New York]. 


The histories of two patients with late postsurgical infections 
are presented. The authors have collected 16 similar cases. 
The patients at the time of surgery were given antibiotics 
prophylactically. Fourteen patients received penicillin or 
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penicillin-dihydrostreptomycin combinations postoperatively. 
Two patients were given broad-spectrum antibiotics. At the 
time of discharge from the hospital all of the patients were 
afebrile and there was no evidence of wound infection. A 
sudden temperature rise developed in each case, followed by 
the appearance of an infectious process. The infection ap- 
peared between the 16th and 24th day. postoperatively. Cul- 
tures were obtained in 13 of the 16 cases. In three instances 
the cultures showed gram-negative coli of the Escherichia coli 
group and in nine cases the culture showed coagulase-positive 
Micrococcus (Staphylococcus) aureus. In the cases in which 
sensitivity studies were conducted, none of the organisms cul- 
tured were sensitive to the antibiotics that had been used 
prophylactically. The authors are in agreement with other in- 
vestigators that the indiscriminate use of antibiotics on a pro- 
phylactic basis is unjustified. Their rational use demands that 
sensitivity studies be carried out before they are administered. 


NEUROLOGY & PSYCHIATRY 


The Surgical Treatment of Intracranial Aneurysms: Results in 
Angiographically Located Lesions. W. B. Hamby. A.M.A, Arch. 
Neurol. & Psychiat. 75:345-349 (April) 1956 [Chicago]. 


Of 69 patients with angiographically demonstrated intracra- 
nial aneurysms, 51 were treated surgically and 11 of these died, 
a mortality rate of 21.5%; 18 were untreated and 11 of these 
died, a mortality rate of 61%. The total number of deaths was 
22 (32%). In eight patients operated on the aneurysms had not 
bled; surgical intervention was successful in all of them. In 48 
patients operated on the aneurysms had bled; 7 of these patients 
were operated on in the first week after either primary or 
secondary hemorrhage and 5 of them died, a fatality rate of 
72%; 2 of 6 patients operated on in the second week died, a 
fatality rate of 33%; 2 of 12 patients operated on in the third 
week died, a fatality rate of 17%; none of 4 patients operated in 
the fourth week died; and 2 of 14 who were operated on more 
than four weeks after the hemorrhage died, a fatality rate of 
15%. The time of operation after hemorrhage is a crucial factor 
in survival rates. Surgical treatment consisted of cervical carotid 
ligation alone in 12, 3 (25%) of whom died. Aneurysms were 
excluded from the circulation by trapping the lesion between 
proximal and distal occlusions of the parent trunk in 18 patients, 
4 (22%) of whom died. Occlusion of the neck of the aneurysm 
was carried out in 20 patients, 4 (20%) of whom died. Direct 
occlusion of the aneurysmal neck where possible is considered 
the method of choice. Carotid ligation is reserved for sub- 
clinoid aneurysms only. 


Extradural Hematomas of the Cerebellar Fossa. D. Petit-Dutail- 2 


lis, G. Guiot, B. Pertuiset and Y. Le Besnerais. Presse méd. 
64:521-524 (March 21) 1956 (In French) [Paris, France]. 


The various types of extradural hematoma of the posterior 
fossa are reviewed on the basis of 6 cases observed at the 
neurosurgical clinic of the Hépital de !a Pitié in Paris and 46 
cases reported in the literature. The condition may present one 
of four clinical syndromes: fulminating, acute, subacute or 
chronic, and latent. Patients with cases of the fulminating type 
are usually beyond the reach of surgical therapy. Those with 
the acute type have a better surgical prognosis. Their symptoms 
are often misleading, resembling those of subtentorial hematoma, 
whereas patients with the subacute or chronic form usually 
have signs of posterior localization definite enough to warrant 
exploration of the cerebellar fossa. 

Four aids to the correct diagnosis are simple roentgenography, 
ventricular puncture, ventriculography, and carotid angiography. 
The first, when performed from the frontosuboccipital direction, 
shows fracture of the posterior fossa in 80% of cases. The second 
may reveal the presence of acute hydrocephalus. The third is 
especially useful in the subacute forms, in which it often shows 
hydrocephalus due to blocking of the aqueduct. The authors 
consider the fourth the most useful method of all, provided the 
time of venous return be watched, for it is then that the decisive 
sign is observed, namely, detachment of the torcular Herophili. 
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A greater effort should be made to detect this type of traumatic 
hematoma. Its operative prognosis is better than that for extra- 
dural hematoma occurring below the tentorium. 


Neurophysiologic Effects of Electrically Induced Convulsions. 
R. B. Aird, L. A. Strait, J. W. Pace and others. A.M.A. Arch. 
Neurol. and Psychiat. 75:371-378 (April) 1956 [Chicago]. 


Neurophysiological studies, utilizing a modified spectro- 


_ chemical technique for determining the distribution in the brain 


and blood of cocaine used as a tracer agent, were performed on 


* cats under control conditions and after a series of electroshocks. 


These experiments were made in an attempt to determine 
whether or not alterations in the concentration of cocaine 
occurred in the central nervous system after a series of electri- 
cally induced convulsions. Significant and relatively persistent 
rises in the concentration of cocaine were found in the cerebral 
cortex after repeated electroshocks that induced convulsions. 
Since no change was observed in the concentration of cocaine 
in the blood of these same animals after electroshock, it was 
concluded that a series of electrically induced convulsions 
increased the permeability of the blood-brain barrier. Gross 
changes in the electroencephalogram were observed to accom- 
pany the persistent change in the permeability, suggesting 
that cerebrovascular permeability may be important in the 
neurophysiological conditioning of the brain. 

A review of other studies on electroshock therapy failed to 
show persistent neurophysiological changes that could be 
correlated satisfactorily with the clinical effects of this form of 
therapy in psychiatric conditions. The concept of cerebrovas- 
cular permeability changes is attractive in that (1) it involves 
a basic neurophysiological mechanism capable of conditioning 
the neurophysiology of the central nervous system; (2) the 
authors’ study suggests that this mechanism may be modified 
over relatively prolonged periods by electrically induced con- 
vulsions and hence might produce neurophysiological effects 
that could be correlated with the somewhat sustained clinical 
benefits of electroshock therapy; and (3) although neurophysio- 
logical processes, directly or primarily involving neuronal 
elements and pathways, could scarcely be expected from what is 
known of them to produce persistent effects, the mechanism 
considered has the advantage of offering an explanation for a 
sustained conditioning of these elements without itself being 
dependent on them. 


Hereditary Light Sensitive Epilepsy. S. Davidson and C. Wesley 
Watson. Neurology 6:235-261 (April) 1956 [Minneapolis]. 


Light has been observed to be an adequate stimulus for the 
precipitation of seizures or myoclonus and cerebral electrical 
abnormalities. Such a sensitivity is often suggested by the pa- 


‘tient’s own history of the precipitation of seizures by light. 


Light sensitivity in terms of evoked cerebral electrical abnor- 
malities with or without the precipitation of myoclonus and 
clinical seizure phenomena has been found to occur in a signifi- 
cant proportion of patients with idiopathic epilepsy but not in 
a significant proportion of entirely “normal” control subjects. 
The authors report observations made in the course of electro- 
encephalographic recordings during intermittent retinal illumi- 
nation and hyperventilation on 615 persons, including four sets 
of identical twins. Fifty-two individuals of 16 families were 
studied further because of stimulus sensitivity occurring in 39 
of them. Cerebral electrical activity was recorded by means of 
an eight-channel Grass electroencephalograph. Intermittent, 
high-intensity, short-duration retinal illumination was carried 
out with the Grass model PS-1 photic stimulator at variable 
frequencies, intensity, and with single and paired flashes. 

In the majority of the individuals who exhibited a light 
sensitivity there was a history of intermittent clinical disorder 
consistent with an epileptic disturbance or a family history of 
seizures. Seizures took various forms, among them generalized 
convulsive seizures, “absences,” and symmetric myoclonic jerks 
affecting limbs and axial musculature. In none of the affected 
individuals or their relatives was there evidence of a focal lesion 
of the central nervous system. The el 
abnormalities that occurred in the resting records and during 
intermittent retinal illumination present certain similarities but 
no specific characteristics that set this group of patients apart. 
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However, these individuals present a similarity in the general 
pattern of their disorder and sensitivity to light that serves to 
set them apart from other epileptics. Stimulus sensitivity of the 
type and under the conditions described here may be utilized 
as one means of determining the existence of a predisposing 
susceptibility to clinical seizures in an asymptomatic individual 
with or without family history of seizures. 


Electromyographic Studies on Patients Treated with Meproba- 
mate. H. A. Dickel, H. H. Dixon, J. Wood and J. G. Shanklin. 
West. J. Surg. 64:197-201 (April) 1956 [Portland, Ore.]. 


Meprobamate ( 2-methyl-2-n-propyl-1,3-propanediol dicarba- 
mate) (Equanil) was given to 16 private patients between the 
ages of 25 and 69 years with symptoms of nervous tension and 
anxiety. The drug was usually administered in doses of 400 mg. 
three times daily for one week. The treatment program included 
a combination of modified physical therapy and psychotherapy. 
Meprobamate was given to afford greater tranquility and a 
maximal relaxation to the patient during treatment with a mini- 
mum of sedation, so as to avoid interference with his daily work. 
Electromyographic studies were carried out on each patient 
and the findings correlated with the clinical response. Although 
the tracings indicated a more pronounced response to the drug 
in some patients than in others, those with more severe neuro- 
muscular hyperactivity associated with inability to relax at a 
given command before treatment showed a more definite reduc- 
tion in amplitude and frequency of the action potential at 
termination of the administration of meprobamate, with greater 
ability to relax voluntarily and more efficient muscular coordi- 
nation. All patients experienced a noticeable amelioration of 
mood and elevation of feeling tone. Meprobamate, therefore, 
appears to be valuable for ambulatory treatment of neuromuscu- 
lar hypertension, especially in patients engaged in active work, 
since the compound exerts a therapeutic effect without hinder- 
ing the daily activitics of the patient. 


Superimposed Meningitis During the Treatment of Tuberculous 
Meningitis. A. Seganti and G. Tremiterra. Arch. ital. pediat. e 
puericolt, 18:3-23 (No. 1) 1956 (In Italian) [Bologna, Italy]. 


The authors report on 20 cases of purulent meningitis occur- 
ring among 256 children suffering from tuberculous meningitis. 
The etiological agent of the superimposed meningitis was often 
a nonpathogen such as Aerobacter, Fluorescens, or Neisseria 
catarrhalis. During the treatment of the tuberculous meningitis 
a sudden aggravation accompanied by fever, vomiting, convul- 
sions, and other symptoms of meningitis may occur. These are 
not due to the action of the tubercle bacillus but to superim- 
posed infections. The authors suggest that the bacteriostatic 
action of streptomycin on a large variety of bacteria may res 
in an overgrowth of bacteria that are not susceptible to strepto- 
mycin. Superimposed meningitis occurs during the period of sia- 
sis of tuberculous meningitis rather than during its acute stage. 
The high incidence during the months from September to Janu- 
ary suggests that the weather may be a factor. All organisms 
causing superimposed meningitis are resistant to  strepto- 
mycin. Very few are resistant to penicillin, While the superim- 
posed meningitis is being treated with the proper antibiotic, the 
treatment of tuberculous meningitis with streptomycin must be 
continued. Therapy with combined antibiotics should be con- 
tinued for a few days after the general condition of the patient 
seems to have returned to normal. 


Mental Adjustment to Physical Changes with Aging. K. M. Bow- 
man. Geriatrics 11:139-145 (April) 1956 [Minneapolis]. 


In correlating physical with mental changes in later life, the 
author states that the speed of physical and mental reactions 
decreases with age. There is strong evidence that mental 
activities which are carried out regularly and habitually tend 
to be preserved and show a slower rate of decline. Memory 
seems to show a progressive loss from about 30 years of age 
onward, coinciding with, and possibly caused in large part by, 
atrophy of the brain. However, loss of memory may be partly 
caused by the loss of interest and lessened intensity of feeling 
which comes with increasing age. Learning ability decreases 
with age. Reasoning ability and awareness of spatial rela- 
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tionships are the abilities which tend to show the greatest loss 
with diffuse cerebral abnormalities. Verbal ability decreases 
less with age than do most measurable abilities, and vocabulary 
tests reveal fewer signs of deterioration in the aged than do 
most of the standard intelligence tests. Many older persons 
have profound judgment and wisdom, while others of the same 
age show noticeable decrease in these functions. There are 
wide variations in both intellectual capacities and emotional 
make-up in aging persons. Recent longitudinal studies on age 
and mental abilities show an increase of intellectual function up 
to 50 years. Only further longitudinal studies going beyond 
the age of 50 will make it possible to question present findings 
regarding deterioration after 50 years of age. Variations and 
inconsistencies exist regarding retirement. Most industries 
retire persons at 65 and federal and state governments retire 
them at the age of 70 or earlier. There are no retirement rules 
for persons holding important positions in the executive, legis- 
lative, and judicial branches of government. According to a 
recent report, of those who retire from their jobs at 65, over 
56% are forced to do so and only 9% retire because they want 
the leisure time. Probably from 10 to 20% of those who are 
being forcibly retired are persons of superior capacities who 
can perform better than the average. Forcing retirement on 
persons who wish to continue active work and who can con- 
tribute to society by their efforts is harmful to the individual 
and uneconomical for society as a whole. 


Consequences of Anxiety: The Emotions and the Heart. E. Weiss. 
Geriatrics 11:151-158 (April) 1956 [Minneapolis]. 


Because the heart has long been regarded as the seat of the 
emotions and because it is also the organ of sudden death, 
anxiety is frequently attached to that organ. Cardiac neurosis 
may be the result, both in persons with normal hearts and in 
those with diseased hearts. It is more serious in the latter 
persons, because it may help bring about heart failure. Pain 
in the precordium, palpitation, dyspnea, and fatigue are fre- 
quently associated with the cardiac neurosis that occurs in 
patients with hypertension. When these symptoms are present 
in a patient with a normal cardiovascular system and the gen- 
eral medical examination reveals no other abnormality, it is 
not as a rule difficult to assign them to the emotions. When 
hypertension is present, however, it is almost invariably held 
to be the responsible factor. Under such circumstances psycho- 
somatic study will frequently show that the symptoms are out 
of preportion to the disease and that there is much conflict in 
the personality make-up. Thus, in regard to symptoms in as- 
sociation with hypertension, one must always question their 
relation to the high blood pressure itself and make an effort to 
understand them in terms of behavior. Tension of emotional 
origin, however, is just as burdensome to the cardiovascular 
system as effort of physical origin. The patient must be 
evaluated as carefully as possible, both physically and psycho- 
logically, and then an effort must be made to advise him cor- 
rectly about his activities. Often after myocardial infarction 
the heart heals, but because of his anxiety the patient remains 
an invalid. Here personality study will permit the physician 
to judge whether the patient is one who accepts dependency, 
thinks in terms of retirement, and becomes an invalid, or one 
who will fight against dependency, perhaps swing in the other 
direction, and indulge in rash behavior. In dealing with 
anxious persons with diseased hearts, cooperation between the 
general physician and the psychiatrist is necessary, and each 
must have an understanding of the other’s discipline 


Clinical Investigation of Chlorpromazine and Reserpine in Pri- 
vate Psychiatric Practice. A. E. Bennett, F. R. Ford and R. E. 
Turk. Am. J. Psychiat. 112:782-787 (April) 1956 [Baltimore]. 


The authors describe their clinical experiences with reserpine 
and chlorpromazine in the treatment of 180 private patients 
with psychotic and psychoneurotic disorders. Of the 94 hos- 
pitalized patients, 46 received reserpine, 32 chlorpromazine, 
and 16 each drug in succession. Of 86 office patients, 18 re- 
ceived reserpine, 57 chlorpromazine, and 11 each drug in suc- 
cession. Dosages varied widely. Whatever the effects of the 
drugs, the customary psychiatric therapies were also used as 
indicated, including electroshock, subcoma insulin, deep coma 
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insulin, and psychotherapy, or combinations of these. Neither 
of the two drugs produced recovery, but they were superior 
to barbiturates in producing symptomatic improvement in 
anxiety, tension, manic and schizophrenic excitement, and mild 


insomnia. Depression was not alleviated by either drug. Usu- | 


ally, where one drug was found ineffective, so was the other. 
There were a few serious side-effects in the series: jaundice 
in five patients given chlorpromazine and two cases of cardiac 
collapse and several cases of ankle and facial edema in those 
given reserpine. In general, neither reserpine nor chlorpromazine 
appeared to potentiate or interfere with standard psychiatric 
therapies. 


Autonomic Action of Reserpine (Serpasil) Especially Toward 
Vago-Insulin System. F. Bom, T. Friderichsen and A. R. Jensen. 
Ugesk, lager 118:329-333 (March 22) 1956 |In Danish) [Co- 
penhagen, Denmark]. 


The effect of large doses of reserpine was studied in a group 
of psychiatric patients. There was a slight decrease of the fast- 
ing biood sugar in 11 of 19 patients treated with this drug 
for two to four weeks, slight increase in six, and no change in 
two. On fractional removal of the fasting gastric secretion in 
10 patients after preliminary administration of 5 mg. of reser- 
pine, a marked increase in total acidity was found. The in- 
travenous dextrose tolerance test in 16 patients, as a rule after 
from two to three weeks of reserpine treatment with daily dose 
of 3 to 5 mg., revealed depression of the curve as a whole in 
il patients, no change in 4, and a slight increase in one. There 
is a marked tendency to hypoglycemic reaction during reser- 
pine treatment. The fasting blood sugar value in these patients 
also shows the tendency to hypoglycemia. The stimulation of 
the gastric secretion, the lowering of the fasting blood sugar, 
and the intravenous glucose tolerance curve produced by reser- 
pine may be interpreted as the expression of increased activity 
of the vagoinsulin system or of preponderance of the 
parasympathetic system, which agrees with the assumption that 
reserpine checks the sympathetic hypothalamic activity. 


GYNECOLOGY & OBSTETRICS 


Carcinoma of the Cervix Associated with Pregnancy. G. E. 
Hayden. Am. J. Obst. & Gynec. 71:780-789 (April) 1956 [St. 
Louis]. 


From 1931 to 1954 there were over 81,806 obstetric patients 
at the Chicago Lying-in Hospital. Cervical carcinoma coexisting 
with the pregnancy was diagnosed in only 12 cases, an inci- 
dence of one in every 6,817 women, or 0.014%. The symptoms 
of cervical carcinoma with coexistent pregnancy followed closely 


the expected pattern of cervical malignancies plus the symptoms ~ 


of pregnancy. Vaginal bleeding was the most frequent initial 
complaint. In 11 of the 12 patients vaginal bleeding was the 
initial complaint and the presence of the pregnancy tended to 
obscure and mask the diagnosis. In the remaining case the 
presenting complaint was profuse foul vaginal discharge during 
the immediate six-week postpartum period. Bleeding was al- 
ways painless. The initial diagnosis was always established by 
a biopsy. Squamous-cell carcinoma was found in 10 of the 
lesions, and the remaining 2 lesions were adenocarcinomas. At 
the author’s hospital each obstetric patient is subjected to two 
or more examinations and visualizations of the cervix during the 
prenatal course, which usually involves a five-to-seven-month 
period. This series of patients with cervical cancer demonstrates 
the value ot early diagnosis in terms of clinical stage, since the 
stage was the most significant criterion of prognosis and re- 
sponse to treatment. 

Three of the patients had the stage 1 clinical stage (League 
of Nations Classification ), seven had stage 2, and two had stage 
3; none had advanced to stage 4. In seven patients the diagnosis 
of cervical cancer was made in the antepartum period or at 
delivery, and in the remaining five cases the diagnosis was made 
between the 6th and 13th postpartum weeks. The neoplastic 
process in the postpartum group was more advanced, for both 
of the stage 3 cases and three of the stage 2 cases were in 


patients in this group. The average duration of symptoms was | 


essentially the same for both groups. In stage 1 and 2 cases 
therapeutic method of choice was cesarean section followed by 


| 
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the Wertheim-type hysterectomy and lymphadenectomy. For 
extensive involvement of the cervix, radium was inserted into 
the cervical canal and was retained by a suture for a dose of 
4,000 mg.-hr. This was followed by cesarean section with radi- 
cal surgery, or, if the parametrial tissues were involved, with a 
subtotal hysterectomy, so that 3 to 4 cm. of cervix were left 
for further radium therapy and deep x-ray therapy to the para- 
metria. The aim of the treatment was to destroy the lesion by 
combining the maximal irradiation to the cervix and/or the 
radical pelvic surgery, regardless of fetal status. The absolute 
5-year survival rate was 50%, and the 10-year survival rate was 
25%. The survival rates were essentially unaltered by the asso- 
ciated pregnancy. All of the patients with stage 1 lesions sur- 
vived five years, but none of those with stage 3 lesions did. 


Cordotomy for Relief of Pain in Incurable Squamous-Cell Car- 
cinoma of the Cervix Uteri. R. K. Nolan and W. T. Peyton. Am. 
J. Obst. & Gynec. 71:790-792 (April) 1956 [St. Louis]. 


The fact that pain from carcinoma of the cervix is almost 
invariably below the upper thoracic segments makes it espe- 
cially susceptible to relief by spinothalamic tractotomy. Forty 
patients with pain secondary to incurable carcinoma of the 
cervix were subjected to spinothalamic tractotomy on the Neuro- 
surgical Service of the University of Minnesota Hospitals 
between Jan. 1, 1937, and Dec. 31, 1954. Indications for tracto- 
tomy are (1) severe intractable pain; (2) an incurable lesion; 
(3) a life expectancy of at least three months. Tractotomy 
should be considered when patients begin to depend on nar- 
cotics for the relief of pain. It should be performed before they 
develop an increased tolerance to narcotics or become addicted. 
Usually the pain was dull and intermittent but progressed to 
become widespread or diffuse, sharp, severe, and constant. The 
initial site was the anterior thigh in nine, the hip region in 
seven, low back in six, the leg in five, the lower abdomen 
in four, the perineum in three, the rectum in two, the groin in 
three, the sacral region in one, and the posterior thigh in one. 
Most patients had pain for four to eight months before they 
were referred for tractotomy, but this interval varied from three 
weeks to three years. 

A total of 46 operations was performed in the 40 patients, 
and 66 incisions were made into the cord. Nine of the cord 
incisions were high cervical spinothalamic tractotomies. Thirty 
of the 40 patients obtained complete relief of pain on discharge 
from the hospital, 6 experienced moderate relief, 3 poor or no 
relief, and one died. Undesirable side-effects and, in particular, 
loss of urinary control were rarely produced. Anterolateral 
spinothalamic tractotomy should be offered to patients with 
intractable pain from incurable carcinoma of the cervix. 


_e’The Endometrial Aspiration Smear: Research Status and Clin- 


ical Value. E. L. Hecht. Am. J. Obst. & Gynec. 71:819-833 
(April) 1956 [St. Louis]. 


Vaginal and cervical smears have proved disappointing in the 
detection of adenocarcinoma of the endometrium. Therefore 
the endometrial aspiration smear has been developed. After a 
preliminary study in 1952 of 125 patients at New York Univer- 
sity—Bellevue Medical Center had demonstrated the value of 
the endometrial smear in diagnosing early endometrial carci- 
noma, 4,350 additional cases have been analyzed. There were 
901 in which the cytological diagnosis was substantiated by 
tissue examination. On the basis of the analysis of these 901 
cases, the author evaluates the accuracy of the endometrial aspi- 
ration smear in diagnosing endometrial cancer. The following 
indications were established for the utilization of the endo- 
metrial: aspiration smear: metrorrhagia, menorrhagia, meno- 
metrorrhagia, and postmenopausal bleeding. 

The 901 patients included private and service patients rang- 
ing in age from 26 to 71 years. Abnormal bleeding was present 
in every case. One hundred seventy-one, or 18.97%, were bleed- 
ing postmenopausally. Of the total studied, 52, or 5.77%, had 
adenocarcinoma of the endometrium. In the postmenopausal 
group, 38, or 73.07%, had positive smears. Of the 52 women 
who had adenocarcinoma, only 30 cases, or 57.69%, were de- 
tected by vaginal and cervical smears. The endometrial aspira- 
tion smears accurately detected 48, or 92.31%. There were four 
false-negatives and five false-positives. In each of the 901 pa- 
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tients studied, curettage or subsequent operation was performed, 
and the tissue was analyzed. In 698, or 69.17%, curettings were 
examined. In 203, or 30.83%, both the uterus and curettings 
were available. Positive smears must always be confirmed by 
curettage. When endometrial aspiration smears are strongly 
positive, however, and examination of the curettings is negative, 
histological examination after operation may still confirm the 
cytological findings. This diagnosti: disparity is usually due to 
technical difficulties inherent in curettage. There were six cases 
in which adenocarcinoma of the endometrium was repeatedly 
and consistently diagnosed on the endometrial smears and 
missed by examination of curettings. In each of these, subse- 
quent reincval of the uterus showed adenocarcinoma. One hun- 
dred forty-six of the 901 patients (16.20%) had endometrial 
hyperplasia; 53 of these cases, or 36.30%, were so diagnosed by 
vaginal and cervical smears. The endometrial smears, on the 
other hand, were accurate in diagnosing 110, or 75.34%. 

The author feels that it would be helpful if surgeons who do 
not elect to subject patients to the added expense, anesthesia, 
and trauma of a preliminary curettage would take routine endo- 
metrial aspiration smears before abdominal surgery. It is essen- 
tial that endometrial smear be taken by a specialist. When the 
procedure is properly carried out, the problem of differentiating 
between endocervical and endometrial cells is obviated. 


The Potentialities of the Smear Technique for the Differentia- 
tion of Noninvasive and Invasive Cervical Carcinoma. G. L. 
Wied. Am. J. Obst. & Gynec. 71:793-805 (April) 1956 [St. 
Louis]. 


The author made cytological examination of more than 25,000 
patients (with approximately 75,000 specimens). In the differ- 
entiation between invasive and noninvasive carcinoma by cyto- 
logical means, there is a distinct danger of overreaching the 
reasonable limits of the methods. Exfoliative cytology is of 
value in cancer screening and in the evaluation of hormonal 
effects. A vaginal, a cervical, and an endocervical smear are 
taken from every patient. An evaluation of the amount, the local- 
ization, and the degree of degeneration of leukocytes and erythro- 
cytes and a rough, bacteriological classification are given. The 
squamous epithelial cells and their degree of cornification are 
described, and an estimate of the relationship of folded to flat 
cells and of crowded to singly lying cells is given. The differen- 
tiation of invasive and noninvasive cancer by means of smears 
is based on several nonspecific criteria, most of them dealing 
either with a quantitative study of the epithelial cells or with 
the surrounding of the epithelial cells. It should be emphasized 
that the cytological differentiation of invasive from noninvasive 
cancer is only a suggestive aid. This suggestion is based on the 
careful evaluation of the surrounding of the epithelial cells, in- 
cluding bacteria, leukocytes, and red blood cells. It is further 
dependent on a study of the relative quantities of normal, dyskar- 
yotic, and abnormal cells and of the site from which they derive. 
Although the author did not see abnormal cells with markedly 
disturbed nuclear-cytoplasmic ratio, hyperchromatosis, and 
marked nucleoli in noninvasive cancers, he emphasizes that 
there is no definite criterion in cytology that could be called 
“specific” for either an invasive or noninvasive lesion. There 
are few invasive cancers that seem to shed only dyskaryotic 
epithelial cells, but there are a few noninvasive cancers from 
which exfoliation identical to that of invasive cancers takes 
place. Some distinct types of invasive squamous epithelial 
cancers can be more easily identified by the smears as being 
invasive than can other cell types. With suggestive diagnoses, 
the author arrived at an accuracy of higher than 85%, which 
means that one can accurately determine at least 17 out of 20 
invasive cancers to be invasive and at least 17 out of 20 non- 
invasive cancers to be noninvasive. 

In borderline cases (dysplasia or noninvasive carcinoma) the 
injection of estrogens can be helpful in differential diagnoses. 
If smears prepared after administration of estrogens show fewer 
or no abnormal cells or considerably fewer dyskaryotic cells, the 
author is more inclined to call a lesion benign than when the 
same atypia are present after the application of estrogens. 
Cancer, even noninvasive cancer, must be considered an irre- 
versible lesion. If injections of estrogens normalize the epithelial 
structure of a lesion previously diagnosed as a noninvasive can- 
cer, it is evident that the initial diagnosis was wrong and that 
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the lesion is only a dysplasia. Dyskaryotic cells often disappear 
after injection of estrogens, with the discontinuation of the local 
irritation. Smears with dyskaryotic cells in the presence of Trich- 
omonas vaginalis should be more critically evaluated than 
smears with dyskaryotic cells in the presence of a healthy vaginal 
flora. If the epithelial structure of a lesion previously diagnosed 
as a noninvasive cancer is normalized after the treatment of 
Trichomonas vaginitis, it is evident that the initial diagnosis was 
wrong and that we were dealing only with a dysplasia due to 
local irritation. 


Sheehan’s Syndrome. M. Ende and M. E, Holt Jr. Virginia M. 
Month, 83:155-157 (April) 1956 [Richmond, Va.]. 


Sheehan’s syndrome is a pituitary necrosis resulting from 


severe hemorrhage during the postpartum period. The pituitary 
is enlarged during pregnancy, but during childbirth its blood 
supply is diminished, and it is peculiarly susceptible to throm- 
bosis with resulting necrosis. When a woman suffers severe 
hemorrhage or shock during the postpartum period, her 
physician should be aware of the possibility that pituitary 
necrosis may occur. The extent of the necrosis determines 
how soon symptoms will develop and to what degree. These 
women show slow regrowth of the pubic hair, failure of 
menstruation, and inability to nurse their children because 
their breasts tend to atrophy. Their skin assumes a peculiar 
waxy yellow color. Should the patient become pregnant again, 
she may die at the end of the pregnancy. Should the patient 
he operated on and the condition not be suspected, death may 
occur on the operating table. Laboratory findings usually in- 
clude normochromic anemia, leukopenia with relative lym- 
phocytosis, hypoglycemia, and decreased basal metabolic rate. 
The serum cholesterol is rarely elevated. Serum protein-bound 
iodine is low, as is the excretion of 17-ketosteroids. 

The authors present the histories of three patients with this 
syndrome, Each had a history of severe hemorrhage during or 
immediately after childbirth, without a later return to normal 
health and vigor. Each was seen with some complication in- 
dicating the patient’s poor ability to respond to stress such as 
operation or severe infection. In each patient marked improve- 
ment was noted after the use of thyroid, cortisone, and, in 
some instances, testosterone. The syndrome occurs more fre- 
quently than is usually recognized. Proper identification of the 
disorder is important, not only so that the patient may be 
given substitution therapy, but also so that death from simple 
operations or shock and coma from infections may be pre- 


vented. 


Vaginal Examinations in Labor. G. Schaefer, F. Carpenter and 
yaks Labriola. Obst. & Gynec. 7:390-395 (April) 1956 [New 
York]. 


Fear of causing infection is the reason why vaginal examina- 
tion is not routinely used during labor. The authors have re- 
sorted to vaginal examination for a number of years, and they 
have observed no increase in infections. To obtain more 
definite information on this point, they analyzed a series of 
3,637 vaginal deliveries. Vaginal examination only was _ per- 
formed in 1,061, rectal examination only in 1,163, vaginal 
and rectal in 1,127, and no examination in 286 women. 
Fever was not more common in patients examined vaginally 
in labor (2.5%) than in those examined rectally (2.8%), both 
rectally and vaginally (2.6%), or neither rectally nor vaginally 
(2.8%). Endometritis as a cause of postpartum fever was 
diagnosed in 8 of 27 patients who had vaginal examinations, in 
6 of 32 patients who had rectal examinations, in 7 of 29 
patients who had both rectal and vaginal examinations, and in 
4 of 8 patients who were not examined in labor. One of the 
objections that has been raised to routine vaginal examination 
in labor is the inconvenience entailed in transferring the 
patient to the delivery room, scrubbing up, washing and drap- 
ing the patient, and so on. A further deterrent is the adverse 
psychologic effect it often produces in the patient, who, after 
being taken into the delivery room in active labor, is most 
disappointed to learn that she must return to the labor room 


undelivered. The technique employed by the authors for. 


vaginal examination is almost as simple as that for rectal 
examination, and it circumvents the aforementioned objections. 
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All examinations are done in the patient’s bed in the labor 
room. After scrubbing his hands for several minutes, the doctor 
puts on a sterile glove. The labia are spread slightly so the 
nurse can pour a small amount of the antiseptic solution 
(aqueous benzalkonium) over the vulva using a bulb syringe. 
The authors believe that rectal examination is not sufficiently 
informative for the intelligent management of labor. When 
the head is high in the pelvis, the status of the cervix cannot, 
in many instances, be determined on rectal examination. Since 
to determine whether the patient is actually in labor it is 
important to know whether effacement or dilatation of the 
cervix has begun, vaginal examination is necessary to rule out 


false labor. 


Grand Multiparity: Survey and Appraisal. J. M. Krebs. Obst. & 
Gynec. 7:433-443 (April) 1956 [New York]. 


The definition of a grand multipara varies. Some authors 
include those patients who have had 6 viable infants, others 7, 
and still others 8 or more. This paper applies the term to 
mothers whose viable children total 7 or more. It is concerned 
with 30,111 deliveries performed at Firmin Desloge Hospital 
(8,282) and in St. Mary’s Hospital (21,829). The deliveries 
reported from St. Mary’s Hospital were performed by 36 
obstetricians and 44 general practitioners. Desloge Hospital 
is the university hospital, and the deliveries performed at this 
institution were attended either by obstetricians or their resi- 
dents. This series included 532 deliveries of grand multiparas, 
an incidence of 1.7%. 

The age of the grand multiparas was over 35 years in 47% 
and over 40 years in 8.4% of the number. If 20 pounds is con- 
sidered the upper limit of an ideal weight gain for pregnancy, 
51% were within that ideal limit. Estimation of the probable 
date of confinement is at best only fairly accurate in most 
pregnancies and these grand multiparas were no exception. 
Thirty patients (6.3%) delivered on the day appointed; 247 
(52.5%) went over their date; and 193 (41.0%) delivered early. 
Although more than half the patients exceeded their estimated 
date of confinement, only 14 were subjected to induction of 
labor. Almost three-fourths of the grand multiparas were in 
labor 8 hours or less, and 86.7% 12 hours or less. Seven were 
in labor more than 24 hours. Cephalic presentation occurred 
in 92.4%. Breech, compound, and _ transverse presentations 
occurred in the same frequency in the multiparous patients and 
in the total group. There were 11 sets of twins in the multi- 
parous group, making an incidence of 2%, or double that found 
in the total group. The incidence of antepartum hemorrhage 
was slightly less in the multiparous than in the general group, 
but the incidence of retained placenta was much less than in 
the general group, 0.837% compared to 1.5%. The incidence of 
puerperal morbidity was practically the same in the two 
groups. Chronic hypertensive cardiovascular disease developed 
in Ll, toxemia in 2, and rheumatic heart disease, carcinoma of 
the cervix, pyelitis, and ureteral calculus each in one of the 
grand multiparas. The percentages of stillbirths (1.5%) and 
neonatal deaths (2.06%) were-slightly higher among the grand 
multiparas than in the general group, for which the respective 
figures were 1.22% and 1.5% Two maternal deaths occurred 
in 30,111 deliveries, but neither involved a grand multipara. 
The author concludes that in dealing with grand multiparas 
there is no reason for a feeling of false security. 


Diagnosis of Ectopic Pregnancy. L. T. Hibbard. Obst. & Gynec. 
7:453-458 ( April) 1956 [New York]. 


In ectopic pregnancy early surgical intervention will save 
time, hospitalization, blood loss, normal tissue, and occasion- 
ally even a life. However, the classical easily recognizable 
picture of ectopic pregnancy is not always present. In the five- 
year period ending June 30, 1953, 537 ectopic pregnancies 
were treated at the Los Angeles County General Hospital— 
1 for every 78 reportable births. In addition, 27 patients were 
erroneously operated on for ectopic pregnancy. Only 53% of 
the women were hospitalized with a tentative diagnosis of 
ectopic pregnancy, and even after detailed examinations in 
the hospital, the diagnosis proved incorrect in 17% of the 
women. Only 66% of the women in this series received prompt 
treatment. The fact that a substantial group of patients is 
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misdiagnosed and that in others treatment is delayed because 
of doubt and indecision emphasizes the need for diagnostic 
procedures that will clarify atypical or puzzling cases and 
prevent unnecessary operation. The author used a number of 
test procedures, but some proved too inaccurate. This category 
includes pregnancy tests, curettage, and serial hemoglobin 
determinations. Only 10 of 32 Friedman tests were positive, 
only 7 of 35 curettage reports indicated any evidence of 
decidua or pregnancy changes, and in 8 of 9 serial hemoglobin 
determinations clinical evidence of blood loss became manifest 
before any change in hemoglobin could be detected. 
Colpotomy and culdoscopy were employed sparingly because 
they were too elaborate and time consuming for routine use. 
Either might be suited to the detection of unruptured ectopic 
pregnancy, but few such cases are seen in hospitals, In almost 
all instances some bleeding had occurred, either into the peri- 
toneal cavity or into the tubal lumen to form a hematosalpinx. 
Apparently, bleeding is necessary to produce symptoms, and 
without symptoms the diagnosis of ectopic gestation is seldom 
entertained. If bleeding has occurred, colpocentesis or para- 
centesis is a simpler method of demonstrating its presence and 
thereby confirming the diagnosis. 


Addison’s Disease and Pregnancy. L. de Gennes, H. Bricaire, 
J. Hazard and E. Beaulieu, Presse méd. 64:689-692 (April 14) 
1956 (In French) [Paris, France]. 


Four patients with Addison’s disease (adrenal cortical 
hypofunction) each successfully carried her child to term and 
the offspring were normal in all respects. One woman, who 
was quite ill and had to stay in bed throughout her pregnancy, 
was delivered by cesarean section before the onset of labor. 
Pregnancy is in no way a rarity among women with well-com- 
pensated hypofunction, nor is it a cause for alarm. Essentially, 
it consists of two periods of stress for the patient: the first 
three months (depending on the presence and severity of 
vomiting) and childbirth itself. The latter should be consid- 
ered equivalent to a surgical operation and should be treated 
accordingly, hormone therapy in large doses being continued 
through the third day after delivery. In the intervening period, 
adrenal cortical function improves and the patient experiences 
a sensation of unwonted well-being. Her maintenance therapy 
can usually be reduced by half and sometimes discontinued 
altogether at this time. Careful surveillance is indispensable. 
The patient will not usually be able to breast-feed her child. 
It seems clear that the improved adrenal cortical function is 
not the result of stimulation of the maternal or fetal adrenal 
cortexes. The corticosteroids responsible come from the 
placenta, which is capable of producing hormones of this type 
just as it can produce estrogen and chorionic gonadotropin. 


PEDIATRICS 


Muscular Dystrophy: I. History, Clinical Status, Muscle Strength 
and Biopsy Findings. G. H. Fetterman, M. J. Wratney, J. S 
Donaldson and T. S. Danowski. A.M.A. J. Dis. Child. 91:326-338 
(April) 1956 (Chicago]. 


Twenty-seven boys and four girls between the ages of 2 and 
10 years with a history of motor weakness suggestive of muscu- 
lar dystrophy were studied. One-third of the children had one 
or more siblings, alive or dead, who had progressive loss of 

strength. These were usually boys. More than one-half 
of the patients were still ambulatory, while the remainder had 
been confined to a wheel-chair or bed for one to eight years. 
Testing of strength of muscle groups was carried out by the 
physiotherapist; it almost always revealed universal or virtually 
universal impairment. Normal motor function against gravity 
and against resistance was only rarely observed and then only 
in the muscle groups of the hands and the feet. Insofar as could 
be determined, the involvement appeared to be equal in degree 
on both sides. The defect proved to be constant in repeated or 
serial examinations, provided that care was taken to duplicate the 
test conditions. Biopsies of deltoid and of gastrocnemius muscles 
were carried out with the aid of general anesthesia in 22 pa- 
tients. The biopsy specimens were studied by the pathologist 
without any knowledge of the clinical findings. A histological 
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diagnosis of muscular dystrophy was made in 20 patients. The 
most helpful and characteristic microscopic finding was in the 
pattern of involvement, that is, the presence of swollen, degen- 
erated, or atrophic individual muscle fibers lying intermingled 
with normal fibers or at least with fibers of dissimilar appear- 
ance. All of the patients with pronounced clinical debility also 
had far-advanced microscopic changes, but microscopic altera- 
tions seemed to precede the clinical changes, since in a number 
of patients in the less-involved group muscle strength was 
relatively well maintained even though the biopsy showed far- 
advanced disease. Reevaluation of muscle strength after the 
biopsy showed that in terms of the subsequent course of the 
illness biopsy had no evident deleterious effect on muscle 
strength. Months or years later the extremities and muscles 
operated on and those that were not were still comparable in 
strength. 


Muscular Dystrophy: II. Radiologic Findings in Relation to 
Severity of Disease. B. Girdany and T. $. Danowski. A.M.A. 
J. Dis. Child. 91:339-345 (April) 1956 [Chicago]. 


Roentgenograms of the vertebral column, skull, pelvis, long 
bones, wrists, and thorax were made of 31 children whose his- 
tory, physical findings, laboratory studies, and muscle biopsy 
were compatible with the diagnosis of juvenile form of muscu- 
lar dystrophy. Roentgenograms of the spine revealed that scolio- 
sis and apparent increase in altitude of the vertebral bodies 
were more pronounced and appeared more often in patients 
with the more extensive forms of the disease; lordosis was seen 
with equal frequency in the early and late stages of the dis- 
order. Roentgenograms of the pelvis showed that valgus de- 
formity of the proximal femurs and neuromuscular subluxation 
at the hips occurred more often in the patients with advanced 
disease. Roentgenograms of the long bones revealed that the 
frequency and intensity of the changes in these bones, consisting 
of narrowing of the shafts and “trumpet-like” remolding of the 
metaphyses variously referred to as overmodulation or over- 
tubulation, are also positively related to the severity and dura- 
tion of the disease. The bones of the forearms were normal 
roentgenologically. Examination of the soft tissues of the ex- 
tremities showed increases in size of the calf-muscle masses 
without fatty infiltration in the early phases of the disease. 
Striation of soft tissues indicative of infiltration by fat was usually 
pronounced in the advanced forms of the disease; in the upper 
extremities and thighs fatty infiltration may be more evident in 
the smaller than in the larger muscle masses. Roentgenograms 
of the skull and chest showed no abnormalities. Bone age 
plotted against chronologic age was moderately retarded. Osteo- 
porosis, when present, was more pronounced in the patients 
with greater disabilities. 


Treatment of Tuberculous Cervical peenapene Value of Local 
Hydrocortisone. R. A. Marquézy, P. Chigot, J. Vialatte and 
others. Semaine hdp. Paris "$2:1111- 1115 (March 30) 1956 (In 
French) [Paris, France]. 


Fifty-one children with tuberculous cervical adenopathy were 
treated by the authors. The infection was primary in 35 of them. 
The systemic administration of antibiotics was an important 
part of therapy, but there still remained the local problem of 
the infected lymph nodes. These lesions often form fistulas or 
have recurrences; they are slow to heal and necessitate long 
periods of hospitalization with consequent disruption of family 
and school activities. These considerations have led many au- 
thors to resort to surgical extirpation of the diseased nodes, 
which can safely be performed under antibiotic coverage. The 
fact that excellent results were obtained in 11 patients of the 
present series by local injection of hydrocortisone suggests that 
this method ought to be given a trial before surgical interven- 
tion is decided on. The injections were of 10 mg. each and were 
given two or three times a week. The 11 patients in whom this 

program was tried had lesions that had already softened and 
often had periadenitis and skin changes, with fistulas in two. 
Within a few days in almost every instance, the inflammatory 
phenomena began to disappear. The fluid obtained by puncture 
became thinner and less abundant. Total regression occurred 
after at least 5 and not more than 21 injections, depending on 
the case, but it was always obtained within a two-month period. 
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Relapses were frequent, but responded to further courses of 
hydrocortisone therapy. The final result was complete disap- 
pearance of the adenopathy in eight children and inactivity 
with persisting small hard masses in three. It is suggested that 
the indications for this type of treatment might be widened if 
injections of were used to soften 
the more recently infected lymph nodes. 


Treatment of Acute Articular Rheumatism in Children: Com- 
pared Effect of Hormone and Salicylate Therapy. R. A. Mar- 
quézy, J. di Matteo, C. Bach and J. Schrub. Semaine hdép. Paris 
$2:1115-1127 (March 80) 1956 (In French) [Paris, France]. 


Eighty-seven children with rheumatic fever were given 101 
courses of cortisone or corticotropin therapy, and the results of 
this were compared with those of treatment of 128 other pa- 
tients with sodium salicylate. The authors are in favor of short 
(three-week) courses of hormone therapy, which can be re- 
peated if need be, rather than a standardized course lasting 
several months, since the manner in which an attack of the 
disease will progress cannot be assessed at its onset. The return 
of the temperature, sedimentation rate, and fibrin content of the 
blood to normal occurs more rapidly with hormone therapy 
than with salicylate therapy. Death within the first year after 
the start of treatment occurred in 14 of the 128 children given 
sodium salicylate, as compared with one of the 87 treated with 
hormones. Fifty-eight (92%) of 63 patients without cardiac 
localization of their disease when treatment was begun and who 
were given hormones had normal mitral valvules 18 months 
after the end of therapy. Forty-one (83%) of 49 such patients 
treated with sodium salicylate also had no valvular sequelae. 
Thirteen cases of endocarditis occurred, five in the first group, 
and eight m the second. A further group of 18 patients was 
treateu with aspirin. The effect of this drug was rapid, compar- 
ing favorably with that of the hormones on fever and joint pain; 
but it was not so rapid in regard to the sedimentation rate and 
fibrinemia, Leukocy tosis disappeared in about two weeks with 
therapy. Hormone therapy, however effective in the 
treatment of attacks of rheumatic fever, has not alleviated the 
problem of retapse. Of the 86 survivors of the hormone-treated 
group, 26 sullered one o: more relapses, occurring mainly 
within the first two years after the trested attack. Penicillin pro- 
phyiaxis seems justitied in view of this large proportion. 


The Biological Syndrome of Lipid Nephrosis and Its Physio- 
pathology. J. Chaptal, R. Jean, Mrs. C. Campo and Mrs. D. 
vossa. Pédiatrie 11:149-159 (No. 2) 1956 (In French) [Lyon, 
France], 


The nephrotic syndrome of the period of uncomplicated 
nephrosis is characterized by multiple protein deficiency. There 
is a lack not only of albumin, but of alpha, beta, and gamma 
globulin as well. The hypoproteinemia is caused by an increase 
in the renal clearance of proteins. It in turn causes osmotic 
disturbances that bring about hypovolemia and hypersecretion 
by the glands that regulate hydrosaline metabolism. This mech- 
anism is the basis for the hydrosaline syndrome of nephrosis. 

The lipid syndrome is still poorly understood. It seems to be 


the result of both abnormal passage of lipids through the altcred 


glomerulus and the renal tubule and insufficiency of proteins 
usable for binding 

The basis “ie these disorders is elective destruction of the 
glomerular filter by an immunoallergic that is usually 
infectious, but may be toxic, and results in the establishment of 
membranous glomerulosis. Primary glomerular involvement al- 
ways becomes complicated in time by changes in the tubules and 
progresses spontaneously or after episodes of glomerulonephritis 
toward diffuse renal sclerosis. 


Cutaneous and Mucosal Melanin Spots Associated with In- 
testinal Polyposis: Hereditary Peutz-Jeghers Syndrome. J. 
Brockhaus and H. Jochmus. Ztschr. Kinderh, 77:577-585 ite. 
5) 1956 (In German) [Berlin, Germany]. 


The case presented proved a difficult diagnostic problem. When 


first seen by the authors the 12%-year-old girl had had fainting 
spells, pallor, headaches, and tachycardia for 18 months and re- 
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current attacks of intestinal spasms for about a year. Examination 

of the blood revealed hypochromic anemia for which she was 

treated with blood transfusions and an iron preparation. At several 

ambulatory examinations a tumor was palpated in the umbilical 

region, which on one occasion disappeared during palpation and 

at another after an enema. After about a year the attacks of 

abdominal pains recurred with vomiting and bloody diarrhea, 

and a large cylindrical tumor was again palpable. On the basis 
of a tentative diagnosis of ileus of the small intestine due to 

intussusception, a laparotomy was performed and revealed an 

intestinal invagination 40 cm. in length, which could be reduced 

and then revealed the presence of a soft jejunal tumor. Removal 

of the tumor had to be postponed because of the patient’s poor’ 
condition. At the operation for removal of the tumor, two and 

one-half weeks later, an invagination was found again with the 

aforementioned tumor at the head of ‘it. The tumor proved to 

be a polyp with a wide pedicle, and distal to this polyp two 

smaller ones were found. The postoperative course was un- 

eventful. Histological examination of the polyps revealed adeno- 

carcinomatous tissue in the larger one. 

Not until after the operation did the authors realize that cases 
of this type, that is, the concurrence of melanin-like spots, 
particularly in the circumoral region, and intestinal polyposis had 
been described before, by Peutz of the Netherlands in 1921 and 
by Jeghers in America in 1949, and that a total of about 45 cases 
had been reported. The girl whose history is reported had freckle- 
like spots on her face, neck, forearms, dorsal surfaces of the 
hands, and here and there all over her body. They were par- 
ticularly dense and dark in the circumoral region and on the 
mucosa of the lips. Since earlier reports indicated the hereditary 
character of this Peutz-Jeghers syndrome, the authors inquired 
into the family history of the patient and found that the girl’s 
father, who had died during the war, had had the same brownish 
spots on the face and on the lips. His mother likewise had th. s- 
spots, and she had undergone an abdominal operation. The 
mother of this woman, that is, the great-grandmother of the 
patient, likewise had had similar pigmentation. Realizing the 
possible association of these visible pigmentations with intestinal 
polyposis might be of diagnostic value in recurrent abdominal 
spasms. 


Visceral Larva Migrans: Report of the Syndrome in Three Sib- 
lings. D. C. Heiner and S. V. Kevy. New England J. Med. 254: 
629-636 (April 5) 1956 [Boston]. 


Heiner and Kevy describe observations on three siblings, aged 
3, 2, and 4 years, respectively, who had the syndrome usually 
referred to as visceral larva migrans in varying degrees of 
severity, Other investigators had shown this syndrome to be due 
to the ingestion of embryonated ova of dog or cat roundworms 
( Toxocara canis or Toxocara mystax ). Skin manifestations in one 
of the three siblings are described and are documented with 
photographs and with photomicrographs of a biopsy. Unusual 
eosinophils were found in the peripheral blood in all three cases 
and in the bone marrow of the two patients who had this exami- 
nation. Many of the cells were large, with vacuolated cytoplasm 
and granules that were more sparse than normal and varied 
remarkably in size and eosinophilic-staining qualities. Marked 
hyperglobulinemia was found to be largely due to an increase 
in the gamma-globulin fraction. Preliminary studies suggest that 
this may be the result—in part, at least—of the formation of 
specific antibodies. 

Visceral larva migrans, a syndrome most often seen in children 
1 to 4 years of age, is usually manifested by leukocytosis, eosino- 
philia, hyperglobulinemia, hepatosplenomegaly, and pulmonary 
infiltration. Occasionally, it causes serious respiratory, central- 
nervous-system, or eye involvement, The diagnosis can be made 
with considerable certainty on the basis of the clinical picture 
alone, especially if there is a history of pica in a child who has 
a dog or cat in the household, and with even more assurance 
by the finding of fertile Toxocara ova in the soil or in the feces 
of suspected animals. Immunologic tests give promise of enabling 
specific diagnosis in the near future. Since this paper was sub- 
mitted for publication, it has been found that serum from each 
of the three sisters possesses “incomplete” (not readily neutral- 
izable by Witebsky substance ) anti-A and anti-B activity detect- 
able by the usual tests in serum dilutions of 1:1,024 or more. 
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Diffuse Interstitial Fibrosis of the Lungs in Children. C. A. Brad- 
ley III. J. Pediat. 48:442-450 (April) 1956 [St. Louis]. 


The author presents a clinical history of a child whose 
course was suggestive of many pathological processes, but 
whose postmortem histological findings were typical of diffuse 
interstitial fibrosis of the lungs. The child was born in March, 
1945, and her development was normal until the age of 6, 
when she was hospitalized for acute, nonparalytic, anterior 
poliomyelitis; no residua were demonstrated. The patient's first 


- complaint of a cardiorespiratory nature was noted on May 20, 


1952. At that time she had symptoms of an upper respiratory 
infection, for which she was treated at another hospital with 
both penicillin and broad-spectrum antibiotics. About six 
months later, a cough developed, and 20 days later a diagnosis 
of acute bronchitis was made. The child was given 600,000 
units of penicillin over the next two days and was not seen 
again until a week later, at which time her mother stated that 
she had had a fever and had been short of breath for the 
previous three days. Physical examination revealed pallor and 
cardiac decompensation. The liver edge was palpable 2 cm. 
below the right costal margin and there was a 2+ pitting pedal 


a. 

The child was admitted to the hospital with the diagnosis 
“acute interstitial nephritis.” Digitalization was begun on the 
following day when there were basilar rales bilaterally and the 
liver edge was down 10 cm. She was treated with the usual 
measures for cardiac decompensation. The urine cleared in 
three days and no abnormalities were subsequently found. The 
patient’s condition gradually improved, digitalis was discon- 
tinued on the fourth hospital day, and she was discharged on 
the twelfth. Shortly after she was hospitalized again for signs 
of “cardiac failure,” and digitalization resulted in improve- 
ment. During the next several months she was followed in the 
pediatric clinic, and was maintained on varying doses of digi- 
toxin. During the following year she had a number of episodes 
of fever, cough, and dyspnea which were diagnosed as brun- 
chitis and bronchiolitis. She was treated with a variety of 
broad-spectrum antibiotics with varying results. Her physicians 
believed that she had idiopathic pulmonary hypertension and 
it was decided to prescribe a trial course of cortisone. This 
was prevented by the appearance of a right pleural effusion 
associated with bronchitis and recurrence of cardiac decom- 
pensation. She was treated with bed rest and antibiotics; no 
improvement was noted, however, and she was readmitted to 
the hospital, where she died. 

On the basis of the autopsy the final pathological diagnoses 
were chronic diffuse bilateral pneumonitis with acute exacerba- 
tion, and bilateral pulmonary fibrosis, bilateral pulmonary 
edema, cardiac hypertrophy, bilateral pleural effusion, and 


~ Meckel’s diverticulum. In spite of the atypical clinical course 


it is believed that the postmortem histological observations 
justify the diagnosis of diffuse interstitial pulmonary fibrosis. 
The many atypical features and the futility of the therapeutic 
measures emphasize the need for further investigation of this 
disease in children. 


Acute Cholecystitis of Childhood: Report of a Case. J. A. Webb 
J. Michigan M. Soc. 55:431-432 (April) 1956 [St. Paul]. 


_ Cholecystitis. was detected in a 7-year-old boy who had 
been taken to the operating room with a preoperative diagnosis 
of acute appendicitis. When the peritoneum was , free 
fluid was found and the appendix had prominent vascular mark- 
ings. These two findings did not explain the symptoms and the 
elevated white blood cell count. Palpation of the gallbladder 
revealed it to be markedly enlarged and very tense. The ap- 
pendix was removed and its stump was inverted. The Davis in- 
cision was closed, and the abdomen was reentered through a 
right subcostal incision. The gallbladder was thin-walled and 
had a gangrenous fundus. It contained multiple areas of serosal 
petechial hemorrhage. After decompression, a cholecystectomy 
was performed. There were no stones palpable in the gall- 
bladder, and the common bile duct was normal. The postopera- 
tive course was uneventful. The author mentions literature 
reports on cholecystitis in childhood and emphasizes the 
importance of exploratory laparotomy when the preoperative 
diagnosis is not certain. 


- to perform an atticotomy by the endaural route. 
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bain. Ann, 
Otol. Rhin. & Laryng. 65:57-67 (March) 1956 [St. Louis]. 


Chronic otitis in young children and infants differs from that 
in older children and adults, and its well-conducted treatment 
will make it possible to avoid the constant risk of permanent 
hearing loss. In an attempt to revise the advice usually given in 
textbooks for medicai treatment of patients aged less than 7 
years with chronic otitis (which treatment fails in most cases) 
and for radical mastoidectomy for life-threatening complications 
only, the authors propose the following classification as the 
most satisfactory basis for the management of chronic otitis in 
children: (1) mucous, so-called tubal otorrhea, in which the 
nonmarginal perforation is localized in the inferior quadrants of 
the pars tensa; (2) atticotympanic mucopurulent otorrhea, in 
which the nonmarginal perforation is localized in the para- 
central region or in the posterosuperior quadrant; (3) antro- 
atticotympanic suppuration, in which the marginal perforation 
is localized high in the subligamental part; (4) suppuration of 
the attic, in which the perforation is localized at the level of 
Shrapnell’s membrane; and (5) suppuration of fundus tympani 
with subtotal destruction of pars tensa. 

Particular consideration is given to the atticotympanic muco- 
purulent otorrhea as the characteristic form of chronic otitis in 
children between the ages of 1 and 5 years, and a simple limited 
operation is suggested as the method of choice. The chief fac- 
tor of chronicity is the swelling of the epitympanic mucosa. 
While simple mastoidectomy would be ineffective, and radical 
mastoidectomy as a major intervention would not seem to be 
justified, the proposed atticotomy can be performed regardless 
of the patient’s age. It consists of the removal of the external 
wall of the epitympanic cavity, but preserves the ossicles. Cu- 
rettage of the mastoid cavity is useless. It suffices to make a 
simple retroauricular incision in order to drain off the pus and 
Atticotomy 
controlled the suppuration and preserved hearing in 194 chil- 
dren operated on and followed up for seven » years by otoscopies 
and audiograms. 


Chronic Otitis in Children. J. Bourdial and J.-J. De 


The Fate of Children with Bronchiectasis. C. Strang. Ann. Int. 
Med. 44:630-656 (April) 1956 [Lancaster, Pa.]. 


Two hundred nine children with bronchiectasis were observed 
for from 2 to 15 years, with an average of 6.4 years in the sur- 
vivors. Many were followed into adult life. There were 119 
girls and 90 boys, the disease being slightly more common in 
the female sex. In most patients it was possible to relate the 
onset of symptoms to some specific illness, usually an acute res- 
piratory infection. The most common initial illness was pneu- 
monia, but pertussis and measles were also important. Cough 
and sputum were the most common symptoms, Fetid sputum 
occurred in 51 patients. A striking feature of the disease in 
childhood is the frequency of chest illnesses associated with 
fever, varying from mild attacks of bronchitis to pneumonia. 

attacks are accompanied by a rise in temperature and 
may be repeated, sometimes occurring as often as every month or 
six weeks. One hundred thirty children had these febrile bouts 
as a regular feature of the disease. There was definite evidence 
of sinusitis in 52 patients, ear suppuration in 19, and a history 
of frequent head colds in 90. The incidence of sinusitis was 
higher in patients with bilateral bronchiectasis than in those 
with unilateral disease. The diagnosis of bronchiectasis was 
made and the site of the lesion established by bronchography in 
all except five patients. In two of the five, the disease was dis- 
covered at autopsy, and in the three others bronchograms had 
not been performed but clinical and radiographic findings were 
diagnostic of extensive bilateral bronchiectasis. Bronchoscopy 
was performed in 190 patients and in 182 pus was observed 
lying in the bronchial tree. 

One hundred sixty-three children were treated surgically and 
46 by conservative measures. Pneumonectomy was perfor 
in 48 patients, and lobectomy or segmental resection in 112. Of 
the 163 surgically treated children 48 were treed of symptoms, 56 
greatly improved, 19 slightly improved, and 16 were therapeutic 
failures. There were 24 operative or postoperative deaths. Of 
the 46 patients treated conservatively, 10 had bronchiectasis 
which was too mild for surgery, 20 had bronchiectasis too severe 
for surgery, and 16 refused operation or had not been operated 
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on for other reasons. Those with fairly localized cylindric 
bronchiectasis with mild symptoms did extremely well if treated 
conservatively. None of these patients died and they were able 
to lead a normal life without any restriction of activity, Thir- 
teen of the patients in whom the disease was too extensive to 
warrant operation died, and in these fetid sputum, copious 
expectoration, frequent bouts of fever, and finger clubbing were 
unfavorable prognostic signs. If it is possible, extirpation of the 
diseased area is the treatment of choice. Although pneumonec- 
tomy may be justifiable in a desperately ill young child, the 
optimal age for operation appears to be from 10 to 14 years. 
Operations performed in children younger than this tend to be 
associated with a high postoperative mortality. Medical treat- 
ment piays an important part in the preparation of patients for 
operation. At its best, medical treatment is essentially a palli- 
ative measure, and, although much of the patient’s distress may 
be alleviated, the dangers of fulminating lung infection, cerebral 
abscess, and other complications remain. 


Complications of Hiatal Hernia. A. Mazzarella and C. Potot- 
schnig. Minerva pediat. 8:84-89 (Feb. 4) 1956 (In Italian) 
{Turin, Italy]. 


The authors report on a case of hiatal hernia with esophageal 
stricture in a 15-month-old infant. The condition was first be- 
lieved to be a stenosis of the esophagus. From the age of 3 
months the infant showed some regurgitation during meals. 
After the age of 8 months regurgitation and vomiting occurred 
in cycles. The child desired food before the meal but refused it 
after regurgitation. At operation a diaphragmatic hiatal hernia 
and stenosis of the cardia located 3 cm. above the diaphragm 
were found. Forty-eight hours after the operation the child was 
given food and no regurgitation or vomiting occurred. A com- 
plex radiological examination made possible the correct diagno- 
sis. 


Interstitial Plasmacellular (Parasitic) Pneumonia in Infants: 
Report of Three Cases. F. Gagne and F. Hould. Canad. M. A. J. 
74:620-623 (April 15) 1956 [Toronto, Canada]. 


Three cases of interstitial plasmaceliular pneumonia, a disease 
which is considered rather common in Europe but which has 
been reported only once in the United States and not hitherto 
in Canada, are described in two baby bovs and one baby girl, 
two of whom were born 15 days before term and one at term. 
Although not strictly premature, all were underweight at birth. 
In all three development was slowed up by dyspeptic disturb- 
ances with or without respiratory infection. They remained 
hypotrophic and eventually at the age of 3 or 4 months a 
steadily progressive syndrome of respiratory distress appeared 
with tachypnea, dry cough, sternal retraction, and cyanosis but 
without significant hyperthermia. The two boys died after six 
and four days of such illness; in one of them the disease had 
appeared as a complication of measles. In the girl, the terminal 
syndrome lasted 13 days. The similarity of this syndrome with 
an earlier attack of respiratory distress left little doubt that this 
infant had two bouts of the same disease. Autopsies were per- 
formed in all three infants and gross specimens of the lungs 
showed diffuse homogeneous consolidation and dark coloration 
of the cut surfaces. Microscopic examination revealed an ex- 
treme thickening of all alveolar walls by a dense inflammatory 
infiltrate made up of lymphocytes with a great number of 
plasma cells. The lumens were limited by a single layer of hyper- 
plastic, often vacuolated, alveolar cells with a few thin hyalin- 
like membranes. Air was practically absent in the lumens, 
most of which were completely filled with a peculiar, lightly 
acidophilic, highly vacuolated material giving a honeycombed 
appearance. Special staining of this abundant intra-alveolar 
material allowed identification of the causative organism, Pneu- 
mocystis carinii. protozoa appeared as niinute dots or 
comma-like basophilic granules surrounded by a clear space and 
a thin homogenous blue capsule. The taxonomic position of 
Pneumocystis is still] an unsolved problem. The hosts of the 
parasite appear to be small domestic animals and rodents. The 
exact route of infection is unknown. Only extremely debilitated 
babies are affected. Clinical and radiological signs are specific 
enough for diagnosis. Treatment at present is mainly supportive 
and symptomatic. 


J.A.M.A., July 7, 1956 


DERMATOLOGY 


Novobiocin Treatment of Pyodermas. J. F. Mullins and C. J. 
Wilson. Antibiotic Med. 2:201-204 (April) 1956 [New York]. 


Novobiocin, a new antibiotic produced from Streptomyces 
niveus, was used for the treatment of 30 patients with pyogenic 
infections of the skin, such as impetigo of the hands, acute 
paronychia, ecthyma of foot and legs, sycosis vulgaris, follicu- 
litis, furunculosis, dermatitis repens, dissecting cellulitis, hidra- 
denitis, and pustular bacterid. The drug was given orally in 
doses of 1 to 2 gm. daily for four to eight days. Of the 30 
patients, 24 obtained excellent results, 3 good results, and 3 
(1 with hidradenitis and 2 with pustular bacterid) were thera- 
peutic failures. Infections caused by Micrococcus pyogenes var. 
aureus and Streptococcus pyogenes responded well, while lesions 
complicated by a gram-negative organism responded poorly or 
not at all. Novobiocin is as effective as the broad-spectrum anti- 
biotics in combating pyodermas in which M. pyogenes var. 
aureus and Str. pyogenes are found. No side-reactions to the 
drug or complicating candidiasis were noted. 


Trisymptomatic Disease of Gougerot. P. A. Viglioglia, R. Bras- 
quet and M. Rapaport. Rev. Asoc. méd. argent. 69:432-436 
(Dec. 15-30) 1955 (In Spanish) [Buenos Aires, Argentina]. 


The trisymptomatic disease of Gougerot is an allergic mani- 
festation seen in adults. The main symptoms are small dermic 
and hypodermic nodules, papulous erythema, and purpuric 
spots. The cutaneous lesions, although present all over the 
body, including the face, are mainly located on the legs. The 
disease is chronic. The course is marked by recurrent outbreaks, 
followed by periods of great relief. The appearance of the 
cutaneous symptoms during outbreaks is associated with fever, 
headache, arthralgia, and tumefaction of the joints. It often 
coincides with the detection of mitral endocarditis or arterial 
hypertension. The histopathological constituents of the cuta- 
neous lesions are purpura, erythema, subepidermic and _in- 
traepidermic blisters, necrosis, and dermic and hypodermic 
nodules. Erythema nodosum, erythema multiforme, purpura, 
endocarditis lenta and the cutaneous form of polyarteritis nodosa 
must be ruled out. With rare exceptions, trisymptomatic dis- 
ease of Gougerot does not respond to treatment, including 
autovaccines, heterovaccines, bacteriophage, immunotransfu- 
sion, sulfonamides, antibiotics and antihistaminic agents. Cor- 
tisone and corticotropin produce remissions that last only as long 
as treatment is continued. 


OTOLARYNGOLOGY 


Serous Otitis Media. J. D. Singleton. Laryngoscope 66:293-303 
(March) 1956 [St. Louis]. 


The term serous otitis media implies the presence of sterile 
fluid in the middle ear cavity, the tympanic end of the eustachian 
tube, and, not infrequently, in some or all of the mastoid air 
cells. The fluid in the tympanum may be thin and serous, mucous 
and stringy, or it may be present in the form of a thick, tenacious, 
gelatin-like mass. If serous otitis media is permitted to become 
chronic, it may produce irreversible changes with permanent and 
disabling deafness. Serous otitis media is rather common, but 
its diagnosis is frequently missed. Acute and chronic infections 
involving the tissues of the upper respiratory tract are the most 
common etiological factors; in chronic recurrent cases, allergy 
is the most common underlying cause. The anatomic and his- 
tological structures of the middle ear and its adnexa render them 
susceptible to changes that result in blocking of the tube, creation 
of a vacuum, and transudation of fluid into the tympanum and 
its extensions. 

The diagnosis should be suspected from the history, but if 
history, symptoms, and the usual examinations do not enable 
the physician to make a definite diagnosis, a puncture becomes 
mandatory. The objective in the treatment of serous otitis media 
is to rid the middle ear and its adnexa of fluid, to prevent 
recurrence and to restore and preserve the hearing. Evacuation 
of the fluid in most cases is best accomplished by myringotomy 
followed by inflation. When inflation can be accomplished by 
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politzerization, this is the method of choice. In rare cases a simple 
mastoidectomy may be indicated, The underlying etiological 
factors should be corrected. 


Carcinoma of the Larynx: Classification and Results of Treat- 
ment. J. R. Lindsay and W. M. S. Ironside. Ilinois M. J. 109: 
171-175 (April) 1956 [Chicago]. 


The introduction of the supervoltage machines and cobalt 
units has been followed by a number of enthusiastic reports on 
their use in treatment of cancer of the larynx. As a basis for 
comparison the authors reviewed the results of methods such as 
surgery and the 200 and 250 kv. deep x-ray machines. The 
results attained at the University of Chicago clinics along with 


those reported from other centers on the treatment of carcinoma _ 


of the larynx seem to indicate that, in stage 1 glottic lesions, 
excellent results can be obtained by either radiation or surgery. 
Where the quality of the voice is an important consideration, 
radiation offers some advantage over surgery. Provided that 
radiation is properly controlled and a careful follow-up is pos- 
sible to detect recurrence, the use of radiation seems justified 
in such cases. The radiation treatment used in this series was 
deep x-ray with the 200 kv. machine. 

In stage 2 glottic carcinoma, the results of surgery were better 
than those by radiation. However, there is a small group in the 
borderline between stages 1 and 2 where radiation may be 
safely tried and surgery reserved for recurrence. It has been the 
practice for some time at the University of Chicago clinics in 
patients in whom the lesion has passed from stage 1 into border- 
line or early stage 2, and in whom the choice of treatment lies 
between radiation and laryngectomy and no longer between 
radiation and fissure or some other conservative surgical pro- 
cedure, to employ irradiation and then treat any recurrence by 
laryngectomy. When there was recurrence, laryngectomy has 
given almost as good five-year survival rates as were obtained in 
patients treated primarily by surgery. This policy has had the 
advantage of allowing a certain percentage of patients to retain 
the voice. In the supraglottic tumor, the impression gained from 
this series is that surgery offers a better five-year survival rate 
than does radiation. 


THERAPEUTICS 


The Use of Enzymes and Wetting Agents in the Treatment of 
Pulmonary Atelectasis. S$. ]. Camarata, H. J. Jacobs and J. E. 
Affeldt. Dis. Chest 29:388-401 (April) 1956 [Chicago]. 


In April, 1953, a study on atelectasis was begun at the 
Rancho Los Amigos Respiratory Center for Poliomyelitis in 


“Hondo, Calif. The common denominator in all atelectasis is 


the retention of viscid, tenacious secretions that cause obstruc- 
tion of the airway to a whole lung, a lobe, or a segment. Once 
the secretions are thinned or liquefied, expulsion can be ac- 
complished. The authors turned to enzymes and wetting agents. 
Tryptar, a highly purified crystallin trypsin derived from 
mammalian pancreas, appeared to be the most promising 
enzyme, because it has a broad spectrum of proteolytic action 
on proteins, mucins, fibrin, and protein-split products. It is 
not active on and does not harm living tissues and cells. It 
liquefied or thinned out the secretions by dissolving the mucin 
so prominent in bronchial secretions. Triton A-20, the wetting 
agent, lowers the surface tension of the droplets and causes 
them to be deposited on the mucosa in vastly greater numbers. 
In addition, this detergent exerts a liquefying effect on muco- 
purulent secretions. The authors describe various modes of 
administration of the aerosol Tryptar and also of the aerosol 
wetting agent, Triton A-20. These agents were used in 125 
patients with atelectasis, 30 of whom had not had poliomyelitis 
and 95 of whom had had poliomyelitis. The 30 nonpolio- 
myelitic patients responded to treatment with Tryptar within 
one to four days. 

The results obtained in patients with poliomyelitis are pre- 
sented in greater detail. The 95 patients were placed into two 
groups: “chronic” and “acute.” The 47 patients in whom the 
atelectasis persisted for two weeks or longer were considered 
as having the chronic form, the other 48 as having the acute 
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form. Of the 88 patients treated with Tryptar, only one failed 
to respond. The diaphragm of this patient was completely 
paralyzed, and she had had atelectasis for five months when 
treatment was started. There were actually 16 patients treated 
with Triton A-20 but treatment failed in 9, who were then 
successfully treated with Tryptar. Tryptar is the most suecess- 
ful agent; it is safe and is easily administered by mask or 
through a tracheotomy tube. Aspiration of secretions during 
aerosol treatment and with coughing is essential in order to 
prevent flooding of the tracheobronchial tree by the liquefied 
secretions. Tracheotomy is essential in most instances in pa- 
tients who have little or no cough or in those who are uncon- 
scious, because it is impossible to aspirate secretions adequately 
without a tracheotomy opening. The so-called reactions to 
Tryptar are actually due to inadequate removal of the liquefied 
secretions. 


Psychosis and Enhanced Anxiety Produced by Reserpine and 
Chlorpromazine. G. J. Sarwer-Foner and W. Ogle. Canad. 
M.A.). 74:526-532 (April 1) 1956 [Toronto, Canada]. 


Thirty-five carefully selected psychiatric patients were treated 
with reserpine combined with chlorpromazine at Queen Mary 
Veterans Hospital in Montreal, Canada. The average dose of 
reserpine given was 7 mg. daily, orally or intramuscularly. The 
average duration of treatment with this drug was 26 days. 
Chlorpromazine was given in doses of from 50 to 100 mg. three 
or four times daily, orally or intramuscularly. Duration of 
treatment with this drug varied greatly. The desired physio- 
logical effect of both drugs is to make the patient feel tired, 
weak, and incapable of mobilizing much energy into physical 
activity, and this effect was achieved in all the patients. But 
it was precisely this physiological effect that was psychologi- 
cally threatening to 13 men and one woman between the ages 
of 22 and 74 years. The following common psychodynamic 
elements were found: 1. Under the fear of increased relative 
passivity (femininity), these patients reacted with more poorly 
integrated defenses because of the intolerable anxiety produced; 
this resulted in either enhanced anxiety or further breaks with 
reality. 2. Fear of impaired body function or of body-image 
changes lessened control of the patients over themselves and 
caused increased anxiety. 3. The depressed patients became 
more depressed. 4. Several patients, including the only woman, 
interpreted the physiological effects rendering them less active, 
weak, passive, and less the masters of themselves as an actual 
or threatened assault or seduction. This they interpreted as 
either homosexual or heterosexual. . 

The bad psychological reactions produced in these patients 
cannot be attributed to some possible vague specific action of 
reserpine and chlorpromazine on the brainstem, since the physio- 
logical effects of these drugs were fairly constant for any one 
dose and were also present in the 21 patients who did well 
with these agents. The untoward effects were not specific as 
regards the drugs but specific as regards interaction between 
the physiological effects and the particular psychic, interper- 
sonal, and reality factors in the patients concerned. This can 
only be evaluated by careful individual psychodynamic study. 
Thus any variety of psychiatric condition is theoretically pos- 
sible. The cases of two additional patients are described in 
whom the same psychodynamic and physiclogical constellations 
were present but circumstances were such that they were 
benefited by reserpine. 


Depressive States During Rauwolfia Therapy for Arterial Hyper- 
tension: A Report of 30 Cases. G. Lemieux, A. Davignon and 
J. Genest. Canad. M.A.J. 74:522-526 (April 1) 1956. [Toronto, 
Canada}. 


Two hundred ninety-six patients with arterial hypertension 
were treated at the Hétel-Dieu Hospital in Montreal, Canada. 
One hundred ninety-five were given Rauwolfia preparations, 
while 101 received either hydralazine, hexamethonium, or 
pentolinium alone or in combination. Of the 195 patients, 134 
received reserpine and the remaining 6] were given a whole- 
root preparation (Raudixin) or the purified alkaloid fraction 
(Rauwiloid). The daily dose of reserpine varied from 0.75 to 
4 mg. and averaged 1.36 mg.; the dose of the whole root ex- 
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tract varied from 150 to 200 mg., with an average of 183 mg. 
daily; the dose of the purified alkaloid fraction varied from 
8 to 12 mg. and averaged 10 mg. daily. Mental symptoms 
appeared in 30 of the 195 patients who had received Rauwolfia 
therapy for from 2 weeks to 14 months. Except for two patients 
who had definite psychotic reactions, all the others had mental 
depression. Twenty-five patients had received reserpine, two 
the purified alkaloid fraction, and three the whole-root prepa- 
ration. None of the 101 patients who did not receive Rauwolfia 
preparations showed mental symptoms. The mental changes 
in the 30 patients subsided after complete cessation of the 
drug or reduction in dosage, but sometimes these patients had 
to be admitted to hospital for electroshock therapy. 

The most important factors in the production of the mental 
symptoms seem to be the dose used, the duration of therapy, 
and probably the patient’s age, his susceptibility, and his per- 
sonality previous to the treatment. Rauwolfia preparations 
should be given with great caution to patients with a previous 
history of mental depression, especially if they are in the fifth 
decade of life or older. These agents should be given in the 
smallest effective dose for the reduction of blood pressure. If 
reserpine is used, the dose should be less than 0.75 mg. daily. 


Hemorrhagic Diathesis with Increased Capillary Fragility 
Caused by Salicylate Therapy. P. G. Frick. Am. J. M. Sc. 231: 
402-406 (April) 1956 [Philadelphia]. 


The first of the three patients presented was a 48-year-old 
woman in whom excessive bleeding was observed when a 
breast biopsy specimen was taken. The only abnormalities 
were a prolonged bleeding time and a positive Rumpel-Leede 
test. The past history revealed that the patient had had rather 
. severe menorrhagia from 1948 to 1951, for which hysterectomy 
was carried out. The uterus revealed no abnormalities to ac- 
count for the bleeding. The patient had also noticed that she 
had bruised more easily and bled longer after cuts since 1948. 
After more intensive questioning it was disclosed that the pa- 
tient had been taking from 4 to 8 aspirin tablets a day for 
arthralgia since 1948. On the suspicion that this had been the 
offending agent, use of the drug was stopped, and a repetition 
of the tests of hemostasis eight days later revealed no abnor- 
malities. It is of interest that the patient remembered that she 
did not take any aspirin during the hospitalization for the last 
curettage and the subsequent hysterectomy in 1951. This 
probably accounts for the uneventful hysterectomy. While 
hospitalized for the breast biopsy she kept on taking aspirin 
out of her own supply. 

The second patient had been taking aspirin intermittently 
for approximately 20 years on account of arthritis. She had an 
attack of hematemesis and was known to bruise easily. The 
third patient had been taking aspirin for a crippling rheumatoid 
arthritis for many years. All of the patients had a positive 
Rumpel-Leede test and an abnormal bleeding time. Only the 
third patient showed a minimal prolongation of the prothrom- 
bin time. Interruption of salicylate therapy was followed by 
a normalization of all tests of hemostasis. Resumption of the 
drug in two cases reinduced the abnormal bleeding time and 
the positive Rumpel-Leede test. It is believed that salicylate 
therapy increased capillary fragility and was the major, if not 
the only, cause of the acquired hemorrhagic diathesis. 


Social Medical Considerations in Chronic Tuberculosis. G. Bas- 
soli and M. Scampini. Minerva med. 47:568-570 (Feb. 28) 1956 
(In Italian ) [Turin, Italy]. 


The authors state that among 1,395 hospitalized patients with 
tuberculosis 29.1% were considered socially uncurable; 356 ot 
them were habitual drinkers, and of these 68% could not break 
the habit. The number of tuberculous alcoholics is increasing. 
Alcoholics are particularly resistant to antibiotics. Sixty-seven 
per cent of the patients are over 45. In this series 27.3% con- 
tracted the disease from relatives. The optimism with which 
the world looks at tuberculosis after the discovery of antibiotics 
seems not to be justified by the high occurrence of chronic 
tuberculosis. Delay in diagnosis and treatment is still the main 
reason for chronic tuberculosis. Alcoholism, resistance to anti- 
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biotics, age, lack of discipline in the patients, and lack of wards 
where patients with chronic tuberculosis can be isolated are 
other causes for the development of cases of chronic tubercu- 
losis. 


Novobiocin, a Laboratory and Clinical Evaluation. Feng-Kai 
Lin and L. L. Coriell. Antibiotic Med. 2:268-276 (April) 1956 
[New York]. 


The monosodium salt of novobiocin, an antibiotic of low tox- 
icity derived from Streptomyces niveus, was tested with regard 
to its bacteriostatic and bactericidal concentrations using a 
standard inoculum of Micrococcus pyogenes var. aureus 209 as 
the test organism. Results showed that it is bacteriostatic in low 
concentration and bactericidal in higher concentration, being 
this respect between penicillin and 
mycin. Of all the gram-positive bacteria for which novobiocin 
is effective, the micrococci (staphylococci) are of most interest 
because many strains are resistant to all antibiotics presently 
available. Every one of 22 strains of M. pyogenes var, aureus 
isolated from patients has been sensitive to novobiocin. All of 
11 strains tested in vitro became resistant to novobiocin after 12 
serial transfers in a sublethal concentration of the drug. To 
obtain data on dosage level for man, novobiocin in doses of 5, 
10, and 20 mg. per kilogram of body weight was given orally in 
a single dose one-half hour before breakfast, and the drug con- 
centrations in serum and cerebrospinal fluid were determined at 
intervals. High blood levels were obtained promptly after oral 
administration, and adequate levels persisted for eight hours. 
Significant amounts did not appear in the cerebrospinal fluid. 
Thirty-three patients with various infections were treated with 
novobiocin. The drug was given both in gelatin capsules and 
in liquid form. Each capsule contained 100 mg. of the mono- 
sodium salt of novobiocin. The liquid preparation contained 
125 mg. per 5 cc. of the acid calcium salt in a flavored vehicle 
and was well accepted by seven patients to whom it was offered. 
No nausea or vomiting was observed in any of the 33 patients. 
Blood counts and analyses of urine done periodically did not 
reveal leukopenia or other abnormalities. Untoward reactions 
were observed in two patients only; one had an urticarial rash 
and another had diarrhea. The rash disappeared three days 
after the drug was discontinued, and the diarrhea subsided 
within one day. The patient who had diarrhea was given an- 
other course of novobiocin and received 500 mg. every eight 
hours for four days. Diarrhea did not recur and it was con- 
cluded that the previously observed diarrhea was coincidental 
and not related to the administration of novobiocin. Novobiocin 
proved to be highly effective in the treatment of antibiotic- 
resistant staphylococcic infections and anthrax. 


Clinical Experiences with Avafortan. G. Briickner. Medizinische 
No. 15, pp. 584-586 (April 14) 1956. (In German) [Stuttgart, 
Germany]. 


Avafortan, a compound of -[N-{8 - diethylaminoethyl ) ]- 
amino-phenyl acetic acid isoamy] ester-bis-phenyldimethy]l-pyra- 
zolon methylaminomethane sulfonate (Avapyrazon) and phenyl- 
dimethylpy l thylami th sulfonic acid sodium, 
was given to 121 patients, 24 of whom had gastroduodenal 
ulcers, 18 cholelithiasis and cholecystitis, 15 nephrolithiasis, 3 
spastic constipation, 2 pancreatitis, 5 cystitis, 4 prostatitis asso- 
ciated with vesical tenesmus, 3 singultus, 5 essential hypertension, 
23 myocardial infarction and coronary insufficiency, 3 dis- 
turbances of peripheral circulation, 8 migraine, and 8 bronchial 
asthma. Avafortan, a spasmolytic and analgesic, proved to be 
particularly effective in patients with gastroduodenal ulcers, cal- 
culus disease of biliary and urinary passages, essential hyper- 
tension, and myocardial infarction. Results also were highly 
satisfactory in patients with singultus which was refractory to 
other methods of treatment. In patients with migraine, bron- 
chial asthma, and severe pancreatitis the effect of the drug was 
not convincing. The drug was administered intravenously to 
patients with acute and severe spasms. The favorable effect of 
a single injection of the drug continued for five hours in most 
patients. Permanent results could be obtained as a rule by 
repeated injections, but definite relief of spasms and pain was 
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obtained also frequently by a single injection. Mild spasms 
could be controlled by intramuscular injections and by applica- 
tion of suppositories. Undesirable side-effects were not o 
served. The use of Avafortan obviated the need for opiates. 


Bentyl Hydrochloride in Treatment of Gastritis and Gastroduo- 
denal Ulcers. G. Schlepper. Medizinische No. 15, pp. 582-584 
(April 14) 1956 (In German) [Stuttgart, Germany]. 


Fifty-six patients with gastritis and gastroduodenal ulcers 
were treated with a proprietary preparation of biscyclohexyl- 
carbonic acid-diethylaminoethyl ester (bentyl) hydrochloride 
(Atumin). For 10 days before the giving of this drug, the 
patients were treated by rest in bed, diet, and local application 
of moist heat. They were also given N-methyl-ethyl phenyl] 
barbituric acid (Prominal) and received subcutaneous injec- 
tions of atropine when necessary. Only those who continued to 
have pain despite this type of treatment were given 10 mg. to 
20 mg. of bentyl hydrochloride by mouth three times daily. 
Fourteen of the 18 patients with gastritis became free of pain 
within one to five (average three) days. The other four, one 
with cirrhosis of the liver, one with imidorefractory anacidity 
associated with cholecystitis and cholelithiasis, one with marked 
hypersecretion, and one with hyperacidity associated with an 
hourglass type of stomach, were somewhat improved. One 
patient with a typical dumping syndrome after gastrectomy 
showed a prompt response. Of eight patients with ulcer of the 
stomach, seven became free of pain within a few days, and one 
with a sutured perforating ulcer of the pylorus became free of 
pain within eight days. Of the 30 patients with duodenal ulcer, 
18 became free of pain rapidly and remained free of pain after 
discontinuation of the drug, 8 patients were improved, and 4 
were therapeutic failures. Meteorism did not respond to bentyl 
hydrochloride. Mydriatic and antisialic phenomena and signif- 
icant electrocardiographic changes were not observed. The 
new spasmolytic drug bentyl hydrochloride thus proved to be of 
value as an adjuvant to rest in bed, application of moist heat, 
dietary measures, and reassurance, in the treatment of patients 
with gastritis and duodenal ulcers. 


Sodium Citrate—One of the Main Causes of Cardiac Overload- 
ing and Failure in Rapid Blood Transfusion. P. Firt and L. 
Hejhal. Rev. Czechoslov. Med. 1:20-42 (No. 1) 1955 (In Eng- 
lish) [Prague, Czechoslovakia]. 


Experiments carried out in dogs showed that cardiac over- 
loading and failure during rapid intravenous transfusions, which 
often prevent the successful treatment of severe hemorrhage, 
are not caused by a too rapid administration of the blood itself, 
but by the sodium citrate which has been used for the preserva- 
tion of the blood. Sodium citrate administered intravenously 
produces marked vasoconstriction in the pulmonary vessels and 
puts a heavy strain on the right ventricle. In high concentra- 
tions, it also produces marked weakening of the action of the 
heart. The occurrence of cardiac failure depends on the condi- 
tion of the myocardium, on the demands made on the heart and 
on a number of other factors, of which the most important is the 
rate at which the citrate is removed from the vessels. [t is, there- 
fore, impossible to indicate any dose of citrate in general as be- 
ing safe or dangerous. This also applies to the safety limits for 
the rate of transfusion with citrated blood. Additional experi- 
ments in dogs showed that heparinized blood, i. e., noncitrated 
blood, can be given intravenously without the slightest sign of 
cardiac overloading at rates many times greater than those 
hitherto considered safe either for intravenous or intra-arterial 
infusions. The most severe acute and continuous experimental 
hemorrhages were easily controlled by transfusions of heparin- 
ized blood. 

Since it is not possible to use heparinized blood in clinical 
practice, the authors devised a method that makes it possible 
to achieve equally good results with citrated blood as with 
heparinized blood. The effect of rapid intravenous transfusions 
of citrated blood and of simultaneous intravenous administra- 
tion of calcium gluconate and procaine was tested in dogs. 
Results showed that the transfusion of citrated blood can be 
given without the slightest sign of cardiac overloading, even at 
rates 50 times greater than those hitherto used for intravenous 
transfusions and 16 times greater than those considered per- 
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missible for intra-arterial infusions. The new method has been 
used with gratifying results for almost two years. The following 
doses proved satisfactory: before beginning the transfusion 
10 cc. of 10% calcium gluconate was given; after the admin- 
istration of the first 100 ce. of blood, 15 ec. of calcium glu- 
conate was given. These two doses of calcium gluconate were 
sufficient for the first 500 ce. of blood. For every additional 
500 cc. of blood a further 10 cc. of calcium gluconate was 
given. Plasma has a higher citrate content, and its use requires 
larger doses of calcium gluconate. Before beginning the trans- 
fusion 15 cc. of calcium gluconate, and after the first 100 ce. 
of plasma 25 ce. of calcium gluconate, were given. For every 
additional 500 cc. of plasma an additional dose of 15 cc. of cal- 
cium gluconate was given. In the case of rising venous pressure 
5 to 10 cc. of 10% calcium gluconate was used as a corrective 
dose. The calcium gluconate should never be placed in the 
transfusion apparatus and must be administered in the patient’s 
other arm. Before beginning the transfusion 0.15 cc. of 1% 
procaine was given per kilogram of body weight. In the course 
of the transfusion 0.25% procaine was given at the rate of 5 
drops per 10 kg. per minute. The results obtained by this 
method both in the experiments and clinical practice are far 
better than those one may obtain in treating severe hemorrhage 
and posthemorrhagic conditions by intra-arterial transfusions. 


PATHOLOGY 


Correlation of Gross Gastroscopic Findings with Gastroscopic 
Biopsy in Gastritis. L. Atkins and E. B. Benedict. New England 
J. Med. 254:641-644 (April 5) 1956 [Boston]. 


Two hundred thirty-nine gastroscopic biopsy specimens were 
studied in an attempt to correlate the gastroscopic appearance 
of gastritis with the microscopic lesion. The Benedict oper- 
ating gastroscope was used. The biopsy specimen obtained in 
each case usually ranged from 3 to 5 mm. in diameter and 
provided a full thickness of mucosa, including the muscularis 
mucosae in many cases. The results obtained are summarized 
in a table, which indicates that in stomachs that appear normal 
to the gastroscopist there is a 138% chance that the pathologist 
will find a significant degree of some type of gastritis. The 
verrucous appearance of the gastric mucosa thought gastro- 
scopically to. be chronic (hypertrophic) gastritis is associated 
with a normal histological picture in most cases. This finding 
indicates that the verrucous nature of the mucosa is probably 
a normal variant. The term hypertrophic gastritis should 
therefore be abondoned. 

The areas of increased mucosal reddening, with edema and 
adherent secretion, recognized by the gastroscopist as super- 
ficial gastritis, usually showed either a normal histological pic- 
ture or an acute inflammatory infiltrate, most cases 
normal. The gastroscopic picture of a mixed acute and chronic 
gastritis was found to show complete or partial microscopic 
correlation in about a third of the cases. About half the speci- 
mens had a normal microscopic appearance. It is evident, 
therefore, that gross gastroscopic appearances are not reliable 
in the diagnosis of gastritis. For diagnostic accuracy, gastro- 
scopic biopsy under direct vision must be done or tissue must 
be obtained by the flexible gastric-biopsy tube. 


Some Results of Aspiration Biopsy of the Kidney. P. Leonardi 
and A. Ruol. Helvet. med. acta 23:48-59 (March) 1956 (In 
French) [Basel, Switzerland]. 


Aspiration biopsy of the kidney, using a technique similar to 
that of Kark and Muehrcke (an abstract of their paper ap- 
peared in THe Journat [156:89 (Sept. 4) 1954]) modified 
by placing the patient in the sitting position and employing 
Turkel’s trocar, was performed in 50 patients, some with nor- 
mal kidneys and others with acute, subacute, and chronic 
glomerulonephritis, nephrotic syndrome, essential hypertension, 
diabetic nephropathy, benign albuminuria, renal hemosiderosis, 
and renal diabetes respectively. The findings in those with 
normal kidneys were compared with those in patients with 
renal diseases. Tissue fragments suitable for microscopic ex- 
amination were obtained in two-thirds of the cases. The pro- 
cedure was associated with only minor complications and those 


\ 


1028 MEDICAL LITERATURE ABSTRACTS 


in only a few patients. Results provided significant clues to 
the diagnosis, the prognosis, and the theoretical knowledge of 
certain diffuse bilateral diseases of the kidneys. Biopsy of the 
kidney may, therefore, be rightly considered as a valuable 
supplement to function tests of the kidneys and to clinical 
investigations. Also, it may often be the sole means of providing 
information. The authors emphasize that the method is harmless 
_and that their findings are in agreement with those reported 
by other workers who employed similar techniques. 


Genetic Aspects of Experimental Cancer Research. O. Miihl- 
brock. Nederl. tijdschr. geneesk. 100:621-625 (March 3) 1956 
(In Dutch) [Haarlem, Netherlands]. 


Cancer is a growth process that depends on a chain of 
genetic and environmental factors. Neither group of factors can 
be regarded as the sole cause of cancer; the combined influence 
of the two groups decides whether cancer will develop or not. 
An essential requirement for the experimental investigation of 
genetic factors is highly inbred and consequently genetically 
pure strains of animals. Observations on inbred mice have 
demonstrated the importance of genetic factors in two main 
branches of cancer research: in spontaneous tumors and in the 
transplantation of tumors. It was discovered that it is impossible 
to differentiate between cancer strains and noncancer strains 
but that each strain is characterized by the frequency of tumors 
in special sites. Consequently, there is not a special cancer 
genotype. The difference in localization is due to differences in 
physiological type, each type being associated with specific 
sets of genes. Transplanted tumors appear to be sensitive to 
differences in genetic constitution. 


Primary Bronchial Cancer in Algeria: Statistical Study of 100 
Cases Confirmed Histologically. A. Lévi-Valensi, G. Akoun and 
M. Fourment. Semaine hép. Paris 32:1051-1057 (March 26) 
1956 (In French) [Paris, France]. 


A study was made of the records of 100 histologically con- 
firmed cases of primary bronchial cancer observed in Algeria 
between 1934 and 1954. This small number is explained by 
the fact that cancer is not a common disease in Algeria and 
the proportion of bronchial cancers among cancers of 
types is smaller there than in other countries. The number of 
women in this series was eight; the age distribution was also 
typical. Probably the most important information about these 
patients was that only 24 were Moslems, while the other 76 
were Europeans. Seventy patients were heavy smokers. Moslems 
sniff or chew tobacco more than they smoke it, and, while 
bronchial cancer is rarer among them than among Europeans, 
cancer of the mouth and larynx is commoner. There was an 
unusually high percentage of tracheal sites in this series, 
namely, 14%. The radiographic pictures presented by the 
different cancers were classified in four groups: 68 opacities, 
with bullae in a third of cases; 17 hilar projections; 13 rounded 
opacities in the center of the parenchyma; and 2 opacities 
resembling mediastinal adenopathy. The lesion could be seen 
on bronchoscopy in 77 patients. Study of the bronchoscopic- 
radiological correlation showed that ventilatory disorders were 
due to cancer of the major bronchi in only 86% of instances, 
while in the remaining 14% hilar adenopathy secondary to a 
peripheral lesion was at fault. The association of biopsy and 
cytological methods gave a correct diagnosis in 86.2% of cases. 


Use of the Nelson-Mayer Treponema Immobilization Test in 
Latent Serologic Syphilis. J. Thivolet and M. Rolland. Presse 
méd. 64;:497-498 ( March 17) 1956 (In French) [Paris, France}. 


A large proportion of cases of syphilis today are of the latent 
serologic type, presumably because of earlier detection of the 
disease and treatment with antibiotics. The Treponema pallidum 
immobilization test (Nelson’s test) permits interpretation of 
the serologic findings, with diagnosis of occult serologic 
syphilis, if it exists. it it more reliable than any other serologic 
reaction, whether based on deviation of the complement or the 
use of a specific antigen. The authors report experience with 424 
serum samples shown to be positive by means of one or several 
of the classic serologic tests for syphilis. The immobilization 
test showed that in 65 of the samples an erroneous diagnosis 
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had been made: in 30 it was falsely positive, and in 35 falsely 
negative. In addition to occasioning a revision of thought 
concerning older tests, the immobilization test has become a 
reliable method of determining the effectiveness of antisyphi- 
litic therapy. 

The results of double testing with immobilization and the 
intradermal reaction to dead treponemas are interesting in that 
the curves formed by each run in inverse proportion to one 
another when set up according to the ages of the subjects tested. 
That is, persons with high titers of immobilizing antibodies 
usually have negative skin reactions, i.e., no allergy. This 
would imply that recent infection with T. pallidum initiates 
a seral reaction while old infections establish a reaction in 
the tissues. 


RADIOLOGY 


Evaluation of Routine Skull Films in Intracranial Meningiomas. 
T. F. Leigh, E. F. Fincher and M. F. Hall. Radiology 66:509-517 
(April) 1956 [Syracuse, N. Y.]. 


The meningioma is a slow growing, benign tumor of the 
arachnoid that may compress and destroy adjacent tissues, par- 
ticularly adjacent bone. This tumor is an ideal lesion for roent- 
genologic study since about half of all routine skull examinations 
show positive signs when a meningioma exists. It may produce 
one or more of the following signs: (1) bony alterations, either 
productive or destructive, (2) vascular alterations, (3) tumor 
calcifications, (4) sellar alterations, and (5) pineal shift. The 
authors give particular attention to the first three, the last two 
being so well known that they need not be considered. The 
predominant bony alteration caused by the meningioma is hy- 
perostosis, which may take the form of an endostoma, a small 
area of bony thickening projecting inwardly at the site of the 
tumor’s dural attachment. The largest type of hyperostosis 
spreads over an extensive area of the vault or base, resulting in 
great thickening of the bone. A notable example of the latter is 
the “en plaque” tumor of the sphenoid ridge. The first of the 
two components of hyperostosis is an infiltration of the inter- 
trabecular spaces and of the haversian canals. The second 
component is the laying down of new bone in layers that are 
parallel to the skull initially, but further away they become per- 
pendicular and account for the “sunburst” appearance so com- 
monly seen in the tangential view. Meningioma not only pro- 
duces hyperostosis, but it may also produce destruction of bone 
namely: pressure thinning of the inner table; erosion of the inner 
table; destruction of the inner table and erosion of the outer 
table; and destruction of both tables. At times the destruction 
may occur within an area of hyperostosis, giving to the bone a 
bizarre appearance of destruction and production in the same 
area. Since the meningioma is a highly vascular tumor it causes 
changes in the vascular channels of the skull. The authors ob- 
served the following types: (1) vascular changes localized to 
the site of the tumor; (2) enlargement of the vascular channels 
of the skull supplying the tumor; (3) unilateral enlargement of 
one of the diploic veins; and (4) enlargement of the occipital 
emissary vein. A decrease in the vascular markings of the cal- 
varium has also been described. Meningiomas at times contain 
calcium. The incidence of roentgenologically visible calcifica- 
tions in one previously reported series was 18%. The deposits 
may be widely scattered or compact. Meningiomas have also 
been known on occasion to contain bone or cartilage. These 
ag are within the tumor, not attached to the dura or the 

ll. 


Osteoarthropathy of Caisson Workers: Observations During the 
First Five Years. P. Deak and I. Rézsabegyi. Fortschr. Geb. 
Réntgenstrahlen. 84:312-320 (March) 1956 (In German) 
{Stuttgart, Germany]. 


The authors show that roentgenologic studies play an impor- 
tant role in investigations on the pathogenesis, characteristics, 
and prognosis of the skeletal changes that result from decom- 
pression disease in caisson workers. Other investigators demon- 
strated that infarction of the bone resulting from the circulatory 
impairment is the primary factor in the osteoarthropathy of 
caisson workers. Damage to the joint is secondary. Aseptic 
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bone necrosis may be repaired by the surrounding tissues, but 
if the necrotic portion of the bone is near the joint surface, the 
weight-bearing portion of the joint may break down, and a 
deforming arthrosis may follow. Opinions are still divided 
about the nature of the circulatory processes that bring on the 
necrosis, but one of the present authors believes that the red 
marrow plays an important part in the pathogenesis. He de- 
duced this from the exclusive involvement of the shoulder and 
hip joints. 

The histories of six caisson workers in whom decompression 
sickness resulted in osteoarthropathy and in whom roentgen 
studies of the involved joints were carried out are presented. 
A sharply circumscribed condensation was visible in the sub- 
cortical portion of the entire epiphysis. In all except one of 
the patients a break-through of the cortex occurred, and cyst- 
like areas of lesser density were visible subcortically as well as 
deeper down. The roentgenologic findings corresponded to 
those of other aseptic or avascular necroses. Less than five years 
had elapsed in all of these patients since their decompression 
sickness. The authors believe that the aseptic necrosis of 
caisson workers is a typical example of the initial stage of the 
osseous osteoarthritis (osseous arthrosis deformans), as de- 
scribed by Axhausen. It is therefore recommended that active 
therapy, weight bearing, and activity of the extremities be 
avoided at the stage when signs of cortical compression are not 
yet evident. Predisposing dysplasias and other developmental 
anomalies should be given special consideration in the exam- 
ination of caisson workers. | 


Renal Damage from Thorotrast Used for Retrograde Pyelog- 
raphy. W. Riibe and H. Mehl. Fortschr. Geb. Réntgenstrahlen. 
84:343-345 (March) 1956 (In German) [Stuttgart, Germany]. 


That late damage with severe and even fatal complications 
may result in organs capable of storing thorium dioxide has 
been demonstrated before and is now widely recognized. This 
report is concerned with a patient who in 1933 was subjected 
to retrograde pyelography, with thorotrast as the contrast me- 
dium, because of an unexplained hematuria. For two decades 
thereafter, the patient had intermittent attacks of severe pain 
in the region of the left kidney and elevation of blood pressure. 
Finally the nonfunctioning hydronephrotic left kidney was re- 
moved, because it was feared that the stored thorium might 
eventually cause sarcoma. The extirpated kidney contained 
1.11 gm. of thorium. This was demonstrated by chemical analy- 
sis and with the aid of a scintillation counter. The emission 
of alpha particles and the total dose received by the kidney is 
estimated. The histological changes of the removed kidney are 
described and it is demonstrated that the renal changes were 
produced by the thorotrast that had been introduced as the 
contrast medium. 


Radiation Reactions in the Lung. A. G. W. Whitfield, W. H. 
Bond and W. M. Arnott. Quart. J. Med. 25:67-86 (Jan.) 1956 
{Oxford, England]. 


This report is based on a study of 29 patients with radiation 
damage to the lungs, all of whom were seen at the United 
Birmingham Hospitals during the past five years. The primary 
diseases for which they were given roentgen treatment were 
carcinoma of the breast in 17 patients, Hodgkin’s disease in 7, 
thyroid carcinoma in 3, and carcinoma of the bronchus and of 

esophagus in one patient each. That 22 of the patients 
were women is explained by the fact that radiation damage to 
the lungs is seen most frequently after roentgenotherapy for 
breast cancer. The interval between the conclusion of the ir- 
radiation and the onset of symptoms was as short as two weeks 
in some and in others as long as four months, but in most 
patients symptoms appeared in the early weeks after treatment. 
Two patients had no symptoms, the pulmonary damage coming 
to light during routine follow-up roentgenoscopy. In a third 
patient the pulmonary damage was discovered only when car- 
cinomatosis developed, but an earlier “chest cold” may have 
represented the pneumonitis stage. In the remaining 26 patients 
dyspnea was the dominant symptom. If the patient survived 
after the dyspnea reached its peak, it gradually receded, but 
normal exercise tolerance was restored in only the mildest cases. 
In two patients the deterioration was extremely rapid and they 
died from respiratory insufficiency within one week after coming 
to the outpatient department. 
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Sixteen patients had a dry cough, which like the dyspnea 
became increasingly more severe for a few weeks and then 
gradually improved; in 10 it persisted indefinitely. Two 
patients had severe pain from fractured ribs; two others were 
troubled with esophageal symptoms. Roentgenography is far 
more helpful than physical examination in the diagnosis of 
radiation damage to the lung. Autopsy studies were possible 
in only of the patients who died. One man, who had 
received irradiation for Hodgkin’s disease, showed dyspnea a 
month later and died of respiratory insufficiency five weeks 
later. Autopsy showed bilateral pleural effusion and firm, rub- 
bery, airless lungs, with a thickened pleura, showing depressed 
irregulat scars. Histologically the striking feature was loss of 
alveolar space, due to a number of factors—thickening, lympho- 
cytic infiltration, hyalinization, and fibrosis of the alveolar walls; 
swelling and distortion of alveolar lining cells; and the presence 
within alveoli of exudate, hyaline membrane, desquamated cells, 
and foamy macrophages. There is no curative treatment for 
radiation damage of the lungs, and only symptomatic measures 
were employed in the milder cases. Severely affected patients 
were given antibiotics during the pneumonitis stage in order 
to prevent superimposed infection, and in six of the worst cases 
corticoid therapy was employed. Three of these patients died, 
but improvement resulted in the other three and temporary 
relief in a fourth. The improvement which occurred in these 
patients might possibly have occurred without corticoid therapy. 


PHYSIOLOGY 


Survey of Sex Differentiation: The New Cytologic Methods of 
Determining Genetic Sex and Their Clinical Applications. N. 
Niemann, M. Pierson, B. Pierson and J. de Wyn. Semaine hdép. 
Paris pecan (March 30) 1956 (In French) [Paris, 
France]. 


At present the genetic or cellular sex of a human being can be 
determined in the epidermal cells, the polynuclear neutrophils of 
the circulating blood, and the cells of the oral mucosa. The de- 
termination may be useful in medicolegal identifications, in 
discovering the sex of a fetus, in studying or diagnosing true 
hermaphroditism and all the various types of pseudohermaph- 
roditism, and in oncology, particularly the study of teratomas 
(in which the suggested theory of gonoblastic parthenogenesis 
appears to be borne out). Two hypotheses explain the origin 
and constitution of the chromatin corpuscle seen in female cells: 
one, that it is the result of fusion of the heterochromatic por- 
tions of the two X chromosomes of the female, and the other 
that it is an autonomous element synthesized by the nucleus 
from desoxyribonucleic acids under the impetus provided by 
sex genes that have a feminizing effect. The first explanation 
seems more logical than the second because it accords with the 
fact that the corpuscle or nuclear satellite cannot be seen in all 
female cells and that a similar but smaller element may be 
found in male cells. The question remains why a corpuscle a 
little more than half as big as that seen in female cells is not 
found in a comparable proportion of male cells. It is to be 
hoped that electron photomicrography will cast some light on 
this discrepancy. 


Role of the Liver in Corticoid Metabolism. A. Vermeulen and 
L. Demeulenaere. Rev. franc. études clin. et biol. 1:398-405 
(April 11) 1956 (In French) [Paris, France]. 


An attack of hepatitis is apt to benefit the patient with chronic 
rheumatoid arthritis, and it seems likely that this is due to im- 
pairment of the liver’s natural ability to inactivate cortisone and 
hydrocortisone. Ten healthy adults and 10 patients with dis- 
ease of the hepatic parenchyma who had hyperbilirubinemia, 
disturbed galactosuria, and significant dysproteinemia, but no 
ascites at the time of examination, were selected for study. 
They were given cortisone and hydrocortisone. The findings in 
the blood and urine of the patients with liver disease co 
the above hypothesis. The increase in blood 17-hydroxycorti- 
coids was greater and more lasting in them than in the normal 
subjects, and their blood level of conjugated hydroxycorticoids 
was extremely low. Their urine specimens showed a decrease 
in excretion of total reducing corticoids with an increased per- 
centage of the A‘-3-ketosteroids. 
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BOOK REVIEWS 


Complications of Regional Anesthesia: Etiology—Signs and Symptoms— 
Treatment. By Daniel C. Moore, M.D., Director, Department of Anesthesi- 
ology, Mason Clinic, Seattle. Cloth. $10.50. Pp. 291, with 51 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, II; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford, England; 

yerson , 299 Queen St., W., Toronto 2B, Canada, 1955. 


This book has been prepared with the purpose of describing 
the etiology, signs and symptoms, and the treatment of the 
complications of regional block anesthesia. Part 1 considers 
complications of local infiltration and peripheral nerve block. It 
includes discussions of the toxic effects of drugs used in regional 
anesthesia as well as their treatment. The second part is con- 
cerned with spinal and epidural block complications. Part 3 
includes incidental complications that may follow any block. 
An interesting appendix lists the complications of specific 
regional nerve blocks and serves as a cross index to the text. 
This book is unique among textbooks on the subject of regional 
anesthesia since the author assumes that his readers know the 
techniques and indications as. well as the limitations of these 
procedures. This contribution is prepared to supply knowledge 
about complications onty. In doing this the pertinent literature 
on the subject has been well reviewed. There are but few dis- 
cussions with which leaders in these special practices will dis- 
agree. For example, the use of barbiturates prior to nerve block 
as recommended differs in some respects from the teaching in 
some prominent clinics. These observations do not detract from 
the book’s value, since references to other points of view are 
generous. This volume should be useful to anyone who uses 
nerve blocking frequently in his practice, and it will be of 
special value to those teaching the subject. For students, par- 
ticularly in anesthesiology, the book should be of great value. 
It is well printed, the illustrations are clear, and the size is 
convenient. 


Die Hand des Kranken. Von Protessor Dr. Dr. h.c. Max Biirger, Direk- 
tor der medizinischen Universititsklinik in Leipzig. Unter Mitarbeit von 
Dr. Hans Knobloch, wiss. Assistent der medizinischen Universitatsklinik in 
Leipzig. Cloth. 40 marks. Pp. 445, with 260 illustrations. J. F. Lehmanns 
Verlag, Paul-Heyse-Strasse 26, Munich 15, Germany, 1956 


The author of this encyclopedia of the hand from the view- 
point of the internist attributes the development of our hand to 
the upright gait that liberated the hand from weight-bearing and 
ambulation. The discussion of the principal creases of the palm 
of the hand also manifests the author’s simplified concept of 
developmental history. He states that until recently the prev- 
alent belief was that the creases in the palm are due to the 
motion of the fingers but this concept is not tenable since we 
now know that the creases start to develop before pop motion 
comes into play, That the individual parts develop not from. use 
but according to a design that conceives the totality of the in- 
dividuum to be formed remains one of the most arresting as- 
pects of developmental history. ‘The chapter on the constitu- 
tional types of the hand 1s interesting and speculative. There, 
although we find the “elementary” hand of a murderer, there is 
no scientific method to substantiate the statement that the 
“elementary” hand is found predominately in criminals. The 
significance of the hand lines is discussed broadly. Palmistry is 
rejected. The exposition of the development and anatomy of the 
-struetural “elements of the skin surface, the pathology of the 
fingernails, congenital deformities of the hand, and the hand in 
infectious diseases is especially commendable. The chapters 
discussing the changes in the hand in metabolic or endocrine 
disturbances are also well written. A more informative explana- 
tion of Sudeck’s atrophy of the bone and more discussion of the 
“occupational hand” would have improved the text. True hand 
reading is the proper interpretation of changes in the hand 
caused by changes in the body. To this end this book makes a 
valuable contribution. The illustrations are concise. It can be 
recommended unreservedly to anyone who has a good reading 
knowledge of German. 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


Anatomie des Menschen: Ein Lehrbuch fiir Studierende und Arzte. Von 
Hermann Braus. Fortgefiihrt von Curt Elze. Band Il: Eingeweide (ein- 
schliesslich periphere Leitungsbahnen I). Third edition. Cloth. 69 marks. 
Pp. 686, with 360 illustrations. Springer-Verlag, Reichpietschufer 20, (1) 
Berlin W. 35 (West Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
Gottingen, Germany, 1956. 

The high standard of material and presentation seen in the 
previous editions is maintained in this edition. Color is used 
judiciously in many ot the illustrations. ,The larynx is discussed 
thoroughly and the section on the vocal cords is exceptionally 
good. The presentation of the segmental anatomy of the lungs 
differs slightly from that usually seen in American books. This 
material was drawn from Hayek and Rouviere. The section 
dealing with the esophagus might have been amplified by the 
inclusion of some well-executed illustrations rather than the two 
roentgenograms shown. The chapter concerned with the pelvic 
diaphragm is outstanding. The subject matter is depicted beau- 
tifully in both text and drawings. The pithy exposition of the 
pubococcygeal portion of the levator ani muscle is not impaired 
by the use of a different nomenclature. The book can be rec- 
ommended unreservedly to anyone interested in anatomy who 
has a reading knowledge of German. 


Diseases of the Nervous System. By Sir Russell Brain, Bt., D.M., P.R.C.P., 
Physician to London Hospital and to Maida Vale Hospital for Nervous 
Diseases, London. Oxford medical publications. Fitth edition. Cloth. 
$10.50. Pp. 996, with 90 illustrations. Oxford University Press, 114 Fifth 
Ave., New York 11; Amen House, Warwick $Sq., London, E.C.4, Eng- 
land, 1955. 

Since this book first appeared in 1933 it has continuously 
ranked among the world’s most popular znd outstanding text- 
books of neurology. This fifth edition upholds the reputation of 
its predecessors, New material has been udded on cervical 
spondylosis, the coxsackie viruses, viral encephalitis, acute hem- 
orrhagic Jleukoencephalitis, toxoplasmosis, polymyositis, and 
neuropathy and myopathy associated with carcinoma. The treat- 
ment of meningitis, poliomyelitis, and lead poisoning has also 
been brought up-to-date, and a section on consciousness has 
been added. In view of the general excellence and usefulness of 
this book and the outstanding position of its author, it is to be 
regretted that the revision has not been more thorough. The 
book is deficient and uncritical in some sections, particularly in 
dealing with treatment. One is also struck on reading the open- 
ing chapter by the fact that the author has not presented a 
modern view of the neural motor mechanism. So far as this 

work is concerned the neural motor mechanism is still the 
simple upper (pyramidal tract) and lower motor neuron com- 
bination of over 40 years ago. There are several statements 
throughout the book that are not in accord with the experience 
of most neurologists. Although further improvements and re- 
vision in this book are desirable, these deficiencies do not alter 
the fact that this is a comprehensive, clearly written textbook of 
neurology that can be recommended to both the student and the 


practicing physician. 


The Relationship Between Syringomyelia and Neoplasm. By Charles 
M. Poser, M.D., Instructor in Medicine (Neurology), University of Kansas 
Schdol of Medicine, Kansas City, Publication number 262, American Lec- 
ture Series, monograph in American Lectures in Neurology. Edited by 
Charles D. Aring, M.D. pepe Cae Pp. 98, with 8 illustrations. Charles 
C Thomas, Publisher, 301 


Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1956 


The author reviews in some detail 234 autopsies in which 
syringomyelia was found to be associated with neoplasia of the 
central nervous system. A brief review of the theories of patho- 
genesis is presented as well as a discussion of the incidence of 
these conditions. The presentation is amply supplemented with 
analytic tables and graphs, though a few of these seem a trifle 
rich in data, thus partially obviating their usefulness. On an- 
alysis it was found that the majority of the histological types of 
tumors in this group fell into a class the author and others con- 
sidered,to be-congenital in origin. The author believes that this 
material suggests that neoplasia and syrinx formation are the 
result of faulty differentiation associated with the closure of the 
neural tube. An alphabetical list of all the cases is presented 
together with an exhaustive bibliography that should make this 
monograph a useful reference source. 
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QUERIES AND MINOR NOTES 


VENTRICULAR FIBRILLATION 


To tHe Eprror:—Please discuss the drug treatment of ventric- 
ular fibrillation. Some work has been done with injection of 
Prostigmin into the left ventricle. What is its rationale? 


O. G. Glesne, M.D., Beloit, Wis. 


ANsSweEnr.--The choice of drug used to combat impending or 
established ventricular fibrillation depends largely on the cir- 
cumstances under which this condition is observed. When de- 
veloping spontaneously from normal rhythms, by multiplication 
of ventricular premature systoles or from ventricular paroxysmal 
tachycardia, as may occur for example in the course of a recent 
myocardial infarct, quinidine or Pronestyl is to be used. If de- 
veloping transiently, as the cause of Adams-Stokes attacks in 
atrioventricular dissociation caused by atrioventricular block, 
these two drugs are definitely contraindicated and magnesium 
sulfate intravenously may temporarily, but not permanently, 
stop the paroxysms. If digitalis toxicity has been established as 
the cause of ventricular fibrillation, magnesium sulfate or, better 
still, potassium cbloride intravenously or orally is recom- 
mended. Fibrillation developing during anesthesia and/or sur- 
gical procedures requires full oxygenation, defibrillation by 
electric countershocks, and manual compression (massage) of 
the heart until the circulation is restored. Return of the normal 
mechanism may be aided under such circumstances by injection 
of calcium chloride into the left ventricle. Ventricular fibrilla- 
tion representing the terminal event in dying patients is re- 
sistent to any therapy. Prostigmin, in the present state of 
knowledge, has no effect on ectopic impulse formation in the 
ventricles, and, hence, there is no rationale for its use in ven- 
tricular fibrillation. 


INCREASED PAIN AFTER TAKING GLYCERYL 
TRINITRATE 


To THE Epitror:—A 62-year-old man has been suffering from 
angina pectoris since 1940. After taking a dose of glyceryl 
trinitrate, his pain increases for a period of from two to four 
minutes until the drug takes effect. Can you explain this 
unusual reaction and recommend other therapy? Peritrate is 


of no help. Jack Meltzer, M.D., Cleveland. 


AnsWerR.—The phenomenon of increased pain immediately 


»vafter the use of glyceryl trinitrate is unusual but not unique. 


The complete explanation is not subject to proot, but the fol- 
lowing possibility may be considered: Assuming that one of the 
major functions of glyceryl trinitrate is to dilate the coronary 
arteries that are capable of such dilatation, it should be recog- 
nized that many other vessels throughout the body dilate, 
causing some drop in blood pressure. If the coronary arteries 
in a specific area of myocardium are very rigid and slow to 
respond to the effect of glyceryl trinitrate, it is possible that 
the generalized drop in blood pressure occurs first, Since a 
certain level of pressure is essential to proper nourishment of 
the myocardium, if this condition is not met a greater degree 
of ischemia may temporarily occur. In some patients it has 
been noted that there is a temporary increase in pulse rate 
after the use of glyceryl trinitrate, and this may aggravate the 
condition by increasing the demands of the myocardium, thus 
increasing the relative ischemia. The disappearance of the pain 
later may be due to the fact that collateral arteries open up and 
additional blood flows into the critical area. This may be in 
some instances a lagging or delayed action. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered, Every letter 
must contain the writer's name and address, but these will be omitted on 
request 
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MILD DIABETES 


To tae Eprron:—What is the consensus of opinion regarding 
the necessity of giving insulin to a mildly diabetic patient 
whose fasting blood sugar level consistently ranges from 123 
to 145 mg. per 100 cc.? Would the usual ultimate deleterious 
effects be expected if the condition is not corrected? 


M.D., Louisiana. 


Answen.—If the fasting blood sugar determination by the 
Folin-Wu method is consistently 123 to 145 mg. per 100 cc., 
presumably it would be above normal standards after food is 
ingested, Therefore, if the well-being of the patient and the 
blood sugar levels cannot be controlled after meals, as well as 
before meals, with diet and exercise and the maintenance of 
proper body weight, insulin would be indicated. This would be 
even more the case if the blood sugar values were “true” 
glucose values. If the patient is above middle-age, then the 
question arises as to whether one, two, or three sulfonamide 
tablets a day would control the blood sugar level, along with 
other methods of treatment as indicated above. Control of 
diabetes pays, irrespective of the severity of the case. 


DIPHTHERIA IMMUNIZATION 


To tHe Eprror:—Please suggest a schedule of immunization 
for individuals over the age of 10 who have had their basic 
injections and whose reactions to the Schick test have become 
positive. Can one expect less reactions with the fluid or 
alum-precipitated diphtheria toxoid, and why? 

M.D., Illinois. 


ANswer.—A schedule of immunization for the individuals 
mentioned may vary according to the following circumstances: 
(1) the length of time that has elapsed since the original active 
immunization was performed and (2) whether there is any 
known sensitivity to alum-precipitated toxoid. The safer pro- 
cedure and the more prompt one to change the positive Schick 
reaction to negative would be to use fluid toxoid, because it is 
absorbed more rapidly. Originally alum-precipitated diphtheria 
toxoid was not advised for those beyond 10 to 12 years of age 
because of the possibility of a severe reaction. Now alum- 
precipitated toxoids are so highly refined that serious reactions 
are extremely rare when the alum preparations are administered 
to adults. However, as little as 0.1 cc. of the fluid toxoid will 
sometimes change a positive Schick reaction to negative in an 
individual who on a former occasion has been actively im- 
munized. Alum-precipitated toxoid is preferable for basic im- 
munization because with its slower absorption the immunity 
when established is more enduring than if fluid toxoid had 
been chosen. 


CHEILOSIS, GLOSSITIS, AND VITAMIN B DEFICIENCY 
To tHe Eprror:—Whaet is the cause of vitamin B deficiency 
signs such as cheilosis and glossitis in otherwise healthy 
persons on an apparently adequate diet? 
Byron W. Kilgore, M.D., Indianapolis. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Ep. 


ANswer.—Cheilosis and glossitis may be of varied etiology. 
Although they are often considered to be nearly specific evi- 
dences of an insufficiency of niacin and riboflavin, in practice 
today these signs more frequently have some other etiological 
basis, especially in subjects on an adequate diet. Early or 
minimal pernicious anemia should be considered. The pre- 
senting manifestation of pernicious anemia is sometimes gloss- 
itis at a stage of the disease in which anemia is minimal. 
Chronic iron deficiency may give rise to cheilosis and glossitis 
(Darby, W.J.: Oral Manifestations of Iron Deficiency, J.A.M.A. 
130 : 830-835 [March 30] 1946) and may sometimes be un- 
suspected, especially in women during the childbearing period 
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or abovt the menopause or in others with “silent” chronic 
blood loss. Ill-fitting dentures may produce angular fissures, 
a condition termed pseudoariboflavinosis (Ellenberg, M., and 
Pollack, H.: Pseudo Ariboflavinosis, J.A.M.A. 119:790-792 
[July 4] 1942). Localized glossitis may result from sharp 
irregularities on the teeth, particularly in persons with numer- 
ous fillings, inlays, dental bridges, or dental caries. Oral lesions 
may be allergic in origin, the responsible agent being varied; 
for example, lipstick, certain dental plastics, or tobacco. Moel- 
ler’s glossitis, a recurrent, transitory, localized, well-delineated 
glossitis, usually occurring in the young adult, is often wrongly 
attributed to a nutritional lack. When obscure lesions of the 
tongue and oral mucosa are seen one must consider certain 
dermatological conditions, such as lichen planus. Early malig- 
nancy of the tongue should always be considered in otherwise 
unexplained glossitis. Leukoplakia and geographical tongue 
are also to be considered. Postmenopausal atrophy of mucous 
membranes is sometimes seen and is resistant to nutritional 
therapy. In the chronically ill, such as a patient with arthritis, 
oral lesions of non-nutritional origin are sometimes encountered; 
the etiology of these has not been determined. Treatment with 
antibiotics, of course, not infrequently gives rise to acute 
signs that are not deficiency manifestations. It is most im- 
portant to recognize the varied etiology of oral lesions and 
not to catagorize them immediately as signs of B-complex 
deficiency. 


ANSWER.—Three groups of clinical entities are worthy of 
consideration: 1. Diminished absorption of the various com- 
ponents of the B complex from the gastrointestinal tract. Usu- 
ally this occurs in recognized disease. The possibility exists 
that it may take place in subclinical states. 2. Modification 
in the utilization of the various vitamins in cellular metabo- 
lism. Few of these entities are recognizable at present. 3. 
Increased need for members of the B complex. This is an 
empirical concept developed because of the existence of re- 
current cheilitis and glossitis in apparently healthy individuals. 


ANTIBIOTICS FOR USE IN THE EYE 
To tHe Eprror:—What antibiotics penetrate the eye? 
Karl J. Chiapella, M.D., Chico, Calif. 


ANswER.—The penetration of antibiotics into the eye de- 
pends on the condition of the eye and the route of administra- 
tion. In general, an inflamed eye will absorb the drugs more 
readily than a noninflamed eye. Many drugs will not pene- 
trate an intact cornea; however, if the corneal epithelium has 
been abraded, almost all of the antibiotics will penetrate it 
well. Subconjunctival injections will usually penetrate better 
than topical applicaticns. Penetration into the posterior seg- 
ment of the eye is best accomplished with systemic adminis- 
tration. Chloramphenicol (Chloromycetin) penetrates the non- 

eye better than any other antibiotic, regardless of 
route of administration. It will even penetrate fairly well 
topically. Oxytetracycline, chlortetracycline, and tetracycline 
penetrate poorly. Topically they will enter the eye in effec- 
tive doses only if the corneal epithelium is not intact. Even 
then, they do not penetrate much more than the cornea itself. 
They are slightly more effective in subconjunctival injections 
but are fairly irritating. There is evidence that systemic ad- 
ministration of 3 gm. per day will give therapeutic intraocular 
levels. Tetracycline is said to give higher intraocular levels 
for a given dose than the oxytetracycline or chlortetracycline 
derivatives. The sulfonamides fall between the tetracycline 
drugs and chloramphenicol in their ability to penetrate the eye. 
The pyrimidine derivatives of sulfanilamide are most effective 
in this respect. Gantrisin and sulfacetamide are not as effective 
but are less likely to cause untoward reactions. Penicillin is 
moderately effective. It does not penetrate the posterior segment 
well. Therapeutic doses of 4 million units intramuscularly 
per day give therapeutic intraocular levels. Streptomycin re- 
quires high doses to be effective. Therefore, subconjunctival 
injections of 200 mg. four times a day have been suggested. 
This gives high levels if administered with epinephrine. How- 
ever, untoward reactions are fairly common, and its use for 
anything but tuberculosis is not recommended. Antibiotics 
that are not commonly used systemically such as polymyxin, 
bacitracin, and neomycin are advised for topical use. 
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POSTPARTUM CONVULSIONS 


To tHe Eprror:—A 34-year-old woman, para 4, was admitted 
to the hospital 12 days post partum of convulsions 
that were preceded by severe headache of about 12 hours’ 
duration. Her recent delivery had been normal, as were the 
results of examination on admission. A spinal tap was per- 
formed. Very few erythrocytes were seen (probably traumat- 
ic) and the protein level was 75 mg. per 100 cc. On the 
morning after the convulsion the blood sugar level was 63 
mg. per 100 cc., but subsequent determinations were nor- 
mal. Her erythrocyte count was 3,440,000 per cubic milli- 
meter, hemoglobin level 11.5 gm. per 100 cc., and leuko- 
cyte count 7,400 per cubic millimeter, with a normal differ- 
ential count. A roentgenogram of the skull showed increase 
of convolutional markings, suggesting the possibility of in- 
creased intracranial pressure. The convulsions could be con- 
trolled by the use of diphenylhydantoin, but the severe head- 
ache persisted for more than one week. After three days in 
the local hospital she was removed to a larger medical center, 
where a lumbar puncture on the sixth day of her illness 
showed no increased pressure. The protein level was only 40 
mg. per 100 cc. An electroencephalogram showed sluggish 
activity, with many episodes of waves of higher amplitude 
and slower speed, shifting from the left to the right, mainly 
in the anterior portions and temporal lobes. A ventriculogram 
was made, and no evidence of a tumor was found. The 
patient returned to her home about two weeks after the 
onset of illness. Her headache had subsided by then. She has 
continued to take diphenylhydantoin, and no further convul- 
sions have occurred. Now, 10 weeks since she was suddenly 
taken ill, she feels perfectly healthy, is doing all her house- 
work, and is anxious to return to a normal life; however, she 
is still frightened and at times worries that she might sud- 
denly get ill again. Her mother claims that she, also, had 
convulsions two weeks post partum. I would appreciate any 
suggestions in regard to the diagnosis and further manage- 
ment of this patient. 3 


Henry Krochmal, M.D., Meriden, Conn. 


This inquiry was referred to two consultants, whose res 
tive replies follow.—Ep. | 


ANSwER.—It is unlikely that a definite diagnosis for the post- 
partum convulsions can be made at this time. The significant 
elevation of the protein level in the spinal fluid and the resid- 
dual headache that persisted for some time would favor a 
diagnosis of localized venous thrombosis with cerebral edema; 
however, a vascular anomaly cannot be ruled out, even though 
there was no blood in the spinal fluid. Cerebral accidents asso- 
ciated with pregnancy and the puerperium probably occur more », 


often than has been suspected. It is unlikely that the convul- 4 


sions two weeks after delivery were the result of a pregnancy 
complication such as eclampsia. It is advisable to continue the 
administration of diphenylhdantoin for at least a year, during 
which time the residual cerebral damage may have subsided. 


ANSWER.—Information concerning the number of convulsions, 
whether they included focal features, and whether headache was 
of the migraine type would be of value. The positive family his- 
tory and the lack of present evidence of an expanding lesion 
(increased convolutional markings may represent pressure that 
existed at some time in the past) would seem to dispel anxiety 
about a cerebral tumor, even without the ventriculogram. The 
postictal headache may have been prolonged by the two spinal 
taps and the ventriculogram. The wisdom of instituting anti- 
convulsant therapy after a single convulsion, when slowing of 
brain waves may be only the result of the convulsion, is ques- 
tionable. Preictal headache is not uncommon. Medication might 
well be reserved for the occasion of a severe headache if this 
should recur, unless a subsequent electroencephalogram should 
reveal seizure discharges not evident in the one made some days 
after the series of convulsions. The clinical phenomena, rather 
than the electr phalographic findings, should be the basis 
for medication, so that a policy of medication cannot be 
adopted without a base line of at least two seizures. The im- 
mediate problem seems to be resolution of the frightened state 
of the mother, doubtless aggravated by the need for two hos- 
pitalizations. 
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TRACES OF LEAD IN FOODS 


To THe Eprror:—Does dry or powdered milk contain enough 
lead to make it unsafe for consumption as implied by a 
recent article in a consumer magazine? M_D., Virginia. 


ANSWER.—Nearly al! foods contain traces of lead, so that 
some daily intake of lead in food is expectable and is without 
known detriment. Some few foods stand out prominently as 
to lead content. Condiments such as curry powders (some ) 
and beverage material such as teas (some) are notable. This 
query apparently relates to the item entitled “Dry or Pow- 
dered Milk and the Problem of Lead in Food and Beverages,” 
appearing in Consumers’ Research Bulletin, February, 1956, 
page 29. It is indicated therein that powdered milk, a con- 
centrated food, has been found to contain 0.4 ppm of lead. 
By calculation, this approximates 0.18 mg. of lead per pound 
of dry milk powder. This same amount has been reported else- 
where as occurring in such foods as strawberries, pears, to- 
matoes, salmon, rice, ginger, malted milk, and ground coffee. 
Since 1.5 mg. of lead daily may be taken into the body with- 
out the appearance of recognizable lead poisoning, the quan- 
tity reported in the powdered milk should not be regarded 
with alarm. In fact, more than 8 Ib. of this powder or the 
prepared milk therefrom might be consumed daily without 
reaching the mentioned upper limit of toleration. All things 
considered, the lead content of powdered milk stands at about 
the midpoint of scores of common foods. Many other min- 
erals known to be toxic; for example, manganese, exist in food 
without detrimental effects. In truth, some are beneficent 
and essential. It is not known that trace quantities of lead in 
food serve any useful purpose in metabolism, but they are 
not known to be injurious. 


COLOBOMA OF IRIS AND CHOROID 


To tHe Eprror:—A young woman has a congenital coloboma of 
the right iris, lens, and retina, with blindness of the right eye. 
Her left eye is normal. Her two siblings, father and his eight 
siblings, paternal grandparents, mother and her two siblings, 

maternal grandparents all have normal eyes. Statistically 
what are the chances of having children with colobomas? The 
husband's family history is negative for eye disorders. 
M.D., Mississippi. 


Answer.—Coloboma of the iris and choroid is generally con- 
sidered to be transmitted in a dominant manner. However, it is 
possible that many cases occur without a genetic basis and arise 
because of a defect in closure of the fetal cleft. Rarely, a reces- 
sive inheritance has been reported. Several possibilities present 
themselves with this patient: (1) that this is not a genetic dis- 
_ order and her children will not be affected, (2) that it has oc- 
curred as a genetic mutation and that it may be transmitted as a 
dominant or recessive trait, and (3) that both parents carry the 
abnormal gene as recessive and the occurrence in the patient 
mentioned is due to dominance. In such a case, provided the 
husband carries no abnormal gene, the children will not be 
affected but would carry a recessive gene. 


VARICOCELE 


To tHE Eprror:—What are the causes and treatment for a vari- 
cocele in a 17-year-old boy? Can it be caused by lack of sexual 
satisfaction? M.D., Florida. 


Answer.—Multiple factors are involved in the pathogenesis 
of idiopathic varicocele. These include the rich blood supply 
required by the metabolic activity of the testis of young men 
and abnormal weakness of the walls of the veins of the pampini- 
form plexus due to hereditary causes. The predominance of 
varicocele on the left side is due to the drainage of the spermatic 
veins into the left renal vein, where a valve is commonly lacking. 
It cannot be caused by a lack of sexual gratification. Usually no 
treatment is required. In a few cases a scrotal suspensory is 
indicated to support the increased weight of the scrotal contents. 
The only indication for surgical excision of the dilated veins is 
to dispense with the scrotal suspensory in the latter group; it is 
very rarely indicated. 
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INFLUENZA 


To THe Eprrorn:—Please outline the difference in symptomatology 
for each of the influenza viruses. What laboratory tests should 
be used to aid diagnosis? Which influenza virus is sensitive 
to erythromycin? What other therapy is indicated? 


Paul Russell, M.D., Inglewood, Calif. 


ANnswer.—There is no great difference in symptomatology 
known for the three specific types of influenza virus, although 
it appears likely that influenza A is somewhat more severe in 
its symptomatology. Influenza C is not yet a well-described 
clinical entity, although it is quite apparent that a mild, grippe- 
like infection does take place. None of these viruses is asso- 
ciated with so-called intestinal flu. The three most useful 
laboratory tests are (1) isolation of virus in embryonate eggs, 
(2) demonstration of antibodies by hemagglutination-inhibi- 
tion, and (3) the complement-fixation test. No influenza virus is 
known to be sensitive to erythromycin. Therapy is primarily 
palliative, although the various chemotherapeutic agents are of 
value in the event of bacterial complications. Under these cir- 
cumstances the antibiotics may have a distinct use. 


PEMPHIGUS IN WARM WEATHER 


To tHE Eprror:—A patient with pemphigus suffers greatly 
during warm weather from the characteristic expected ex- 
acerbation of the disease at that time. A dermatologist sug- 
gests it is the increased activity of the sweat glands that is 
responsible for the aggravation of the disease. Could you 
suggest a list of localities in the United States that have the 
coolest, driest climate during the summer months, where 
such a patient could live during that season? 


M.D., Nebraska. 


ANSWER.—Aggravation of pemphigus in warm weather is 
not as common as the inquiry seems to imply. It is a fact, 
however, that hot, humid weather causing maceration of the 
horny layer and possibly occlusion of sweat pores will be un- 
pleasantly felt even if the disease is well controlled by therapy 
with corticotropin or corticosteroids. The mountainous parts 
of Colorado are about the coolest and driest region in the 
United States. Although it may be quite warm in direct sun- 
shine, it is always cool in the shadow, and the main point is 
that sweat momentarily and completely evaporates ause 
of the low humidity of the atmosphere. However, if the pa- 
tient goes to the Rockies in summer, he should not forget to 
take along his cortisone tablets and have his body weight and 
blood pressure checked from time to time. 


HEADACHES 


To THE Eprrorn:—A man, aged 40, has had two or three ex- 
ng headaches per week for five years. Onset is sudden, 
and pain is localized to the left temporal region, where at 
times he feels a throbbing sensation. Duration may be one or 
several hours. Physical examination, blood pressure, and 
blood chemistry are normal. The condition has been classified 
as a histaminic type of headache but has not responded to 
antihistamine therapy. Reserpine or other depressants not 
only fail to bring relief but seem to favor recurrence. 
Ergotamine with caffeine (Cafergot) seems to shorten the 
duration and lessen the severity. Oxygen inhalation via BLB 
mask results in instantaneous relief, so he keeps oxygen 
equipment in his home and in his place of business. I would 
like to know the root cause of this type of headache and, if 
possible, the mechanism by which oxygen therapy unfailingly 
controls this condition. M.D., New York 


Answer.—Classification of the type of headache present in 
an individual case is based on the site, source, and character of 
the pain; on the frequency and duration of the attacks; and on 
the nature of associated manifestations. One should not attempt 
to classify the headache until he has (1) permitted the patient 
to describe his symptoms in his own words, (2) observed the 
patient’s expression and behavior while he is describing his 
symptoms; (3) determined the degree of any nervous tension 
that may be present, and (4) reviewed the results of general 
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physical examination, laboratory tests, and special diagnostic 
procedures, A carefully recorded history will usually furnish 
more clues to the underlying cause of the pain than will all 
other diagnostic procedures combined, The time of the onset of 
the headache is of utmost significance. In cases of histaminic 
cephalalgia, most of the attacks occur during sleep, and in many 
cases all of the attacks occur at that time. An editorial in THE 
JournaL, Feb. 11, 1956, page 468, gives detailed information 
regarding this syndrome. 

Practically all types of headache are vascular in origin. The 
pain is due primarily to overdistention of the intracranial and 
extracranial vessels, or both. This becomes significant when one 
attempts to reproduce the pain that the patient has described. 
The reproduction of the headache and its subsequent abortion 
are all of great value, although not always possible. The oral 
use of Cafergot does not seem to shorten the average attack of 
histaminic cephalalgia, because the drug does not act quickly 
enough. The same statement holds true regarding the use of 
antihistaminic agents. Breathing 100% oxygen with the use of 
the BLB mask will usually abort mild and moderate attacks 
of histaminic cephalalgia and other vasodilating headaches. Oxy- 
gen acts as a vasoconstricting agent. It constricts both intra- 
cranial and extracranial vessels. If the breathing of 100% oxygen 
is resorted to at the onset of the headache, the pain may dis- 
appear within a matter of a few minutes; whereas the same 
procedure may fail to give relief if it is employed in the 
termiral stage of the attack. 


HAZARD OF BENZENE FOR REMOVING 
ADHESIVE TAPE 


To THE Eprror:—Benzene is used to wash adhesive tape resi- 
dues from the skin. What is the hazard of toxic effects on 
the patient, who would usually receive only one exposure, 
and to the nurse, who might use this solvent once or twice 
daily over an extended period? If the use of this solvent is 

red safe for this procedure, under the circumstances 

stated, is there any limit to the number of times the indi- 
vidual nurse could safely orm this procedure in one day? 
Are there any precautions nursing staff should observe 
in the use and handling of benzene? 


Elliott S. Robinson Jr., M.D., Lewistown, Pa. 


Answer.—Benzene (benzol) is not a commendable agent 
for routine removal of adhesive tape anywhere. There are 
better and far safer substances as to both toxicity and flamma- 
bility. The patient is not likely to be jeopardized from one or 
two removal experiences, even though some benzene enters 
the body by percutaneous absorption. The nurse or other hos- 
pital attendant is the one imperiled by often repeated use of 
benzene in tape removal. The process of tape removal facili- 
tates ready evaporation, and benzene remaining on wetted 
gauzes continues the exposure. A spoonful of benzene com- 
pletely evaporated in an average small dressing room will pro- 
vide for the time being an atmospheric concentration well 
above that which is acceptable. Any such frequent exposure 
makes chronic benzene poisoning a significant prospect. This 
practice as a routine may not be condoned. 


BLOOD IN PERITONEAL CAVITY 


To THE Epitror:—How much free blood within the peritoneal 
cavity is required to cause peritoneal irritation? Can fresh 
blood alone cause irritation, or is it necessary to have break- 
down products of old blood? These questions often arise in 
evaluating the signs and symptoms in patients with ruptured 
spleens and ectopic pregnancies. 

M. Uriu, M.D., Torrance, Calif. 


Answer.—Blood in the peritoneal cavity becomes a chemical 
irritant when and if it coagulates. Uncoagulated blood is usually 
absorbed and produces very few symptoms unless present in 
large quantities. When coagulation occurs, an inflammatory re- 
action is produced in the peritoneum that is in contact with the 
clot. Most authorities feel that this is due to the fibrin present. 
More recently, some feel that the release of intracellular 


J.A.M.A., July 7, 1956 


potassium is the source of irritation. The interval between 
bleeding and onset of symptoms may be quite variable, but the 
symptoms have been produced as early as one-half hour after 
fresh hemorrhage. The exact amount that can produce symp- 
toms has not been experimentally determined, but one case 
has been observed in which as little as 20 cc. of clotted blood 
has produced signs and symptoms of peritoneal irritation. 


TREATMENT OF CARDIOSPASM 


To THe Eprror:—Kindly discuss the treatment of cardiospasm 
with dilatation of the esophagus. I am treating a 40-year-old 
woman who is emaciated and who had dilatation of the 
cardia 20 years ago. She now has frequent bouts of bron- 
chopneumonia due to reflux from the dilated esophagus, 
anorexia, pain in chest and arms, and palpitation. Her heart 
is not enlarged. The cardia opens after five minutes with the 
patient in the standing position, but the esophagus is still 
partially filled one hour after meals. M.D., New York. 


ANswER.—This patient has had an esophageal cardiospasm 
for at least 20 years. Hers is a very severe lesion, probably with 
a huge S-shaped dilatation of the esophagus, esophagitis, and 
reflux pneumonia. The usual treatment of cariospasm when seen 
in the early stages is by means of the Hurst mercury-weighted 
tube, which is manufactured by Pilling & Company in Phila- 
delphia. These tubes come in various sizes—small, medium, and 
large. The patient can be taught to swallow this type of tube 
twice daily until the cariospasm is overcome. In the more severe 
cases, such as this, it is probably better to have a physician, 
experienced in esophagoscopy, introduce the instrument down 
to the cardia by means of graduated bougies, dilating at one 
sitting the stenotic area. Such a treatment should give relief for 
at least six months. If conservative methods are insufficient she 
should undergo a Heller operation. This procedure consists of 
incision of the muscular layers of the cardia down to the mu- 
cosa. This is a simple procedure and one that promises per- 
manent relief. 


BERIBERI 


To THe Eprror:—A patient who suffers from beriberi has had 
several violent heart attacks. There still remain signs of numb- 
ness of extremities, anorexia with decreased gastrointestinal 
freedom, and general weakness. Only the ingestion of fresh 
rice polishings improves her condition. Are the effective in- 
gredients in fresh rice polishings identical with thiamine? 
Why do fresh rice polishings lose their effects after several 
weeks? Can their prolonged use have any harmful action on 
digestive organs? M.D., China. 


ANSWER.—Thiamine is most effective in the acute form of 
beriberi. It should be supplemented by the whole vitamin B 
complex either orally or parenterally. Rice polishings and other 
sources of the natural. vitamin B complex such as wheat germ 
deteriorate more slowly if kept at refrigerator temperature. 
Chronic beriberi is associated with structural change, some of 
which is apparently irreparable. This is the case in advanced 
beriberi heart disease. The clinical indications here are the 
same as failure due to any other cause. On the basis of present 
knowledge there is no reason to assume that the prolonged 
ingestion of moderate amounts of rice polishings would have 
any harmful effects on the gastrointestinal tract. 


MOSQUITO REPELLENT 


To THE Eprror:—Please name a safe and effective mosquito 
repellent to be put on the exposed skin of infants. 
William E. Clark, M.D., Mason, Mich. 


ANSWER.—There are many proprietary preparations available 
commercially that are both safe and effective mosquito repellents 
when applied as directed to the exposed skin surfaces. The 
principal active ingredient of any such liquid and/or spray prep- 
arations is ethohexadiol. A commercially used preparation is 
6-12, manufactured by the Union Carbide Company, which is 
now available both as a spray and as a liquid preparation. 
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